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CHAPTER ONE 





A SURVEY OF THE PERIODICAL LITERATURE ON TECHNIQUES OF 
PSYCHOTHERAPY (1950-1953) 


In spite of the considerable number of articles and books which are now being 
published on the subject of psychotherapy, it is often difficult to determine exactly 
what therapists do, or think they do, to help their clients overcome psychological 
and psychosomatic difficulties. This is partly because most papers on psychotherapy 
are largely concerned with reporting the psychodynamics of the cases seen, and are 
curiously meager in details when it comes to stating exactly what the therapist did to 
elicit these psychodynamics, and what he did to help his client to understand him- 
self and to cope with his problems. The implication of many of the published papers 
on therapy is that as soon as insight into the origins of his emotional disturbances is 
given to a client, this client quickly gets better. Anyone, however, who has intimate 
knowledge of psychotherapy, knows that often this is not true. Usually, something 
else, over and above insight, has to be received by the client from the psychothera- 
peutic process. What this something else is, precisely, is often what remains master- 
fully unclear when one has finished reading the latest paper on psychotherapy. 


To obtain a clearer idea of, at least, the range of techniques of psychotherapy 
which are currently being used by professional therapists, it was decided to review 
all papers on the subject published in the periodical literature between January 1950 
and December 1953. That is to say, all the reputable English language psychological 
and psychiatric periodicals published during this period were surveyed, and every 
paper in these journals dealing with psychotherapy, psychological counseling, social 
casework, marriage counseling, guidance, and allied fields was read and analyzed to 
determine what specific techniques of therapy or counseling were endorsed or at- 
tacked. A detailed listing of all therapeutic techniques thereby uncovered will oc- 
cupy the main body of the present paper. 


For the purposes of this survey, psychotherapy is very broadly conceived. Such 
a broad conception is not novel to the present paper, but is becoming increasingly 
accepted by a number of outstanding therapists and theorists from widely differing 
schools. Finesinger “!), for example, has recently defined psychotherapy as ‘‘a treat- 
ment which uses as its vehicle means which affect a person psychologically.”’ Reid “!”) 
has stated that ‘‘ ‘Psychotherapy’ may be defined as the use of psychological means 
to mitigate symptoms, to resolve conflicts, and to improve generally the patient’s 
adjustment.” Riese “5) has noted that ‘‘psychotherapy is. . . a sequence of dialogues, 
conducted with art and according to rules.’”” Masserman®**) has contended that 
psychotherapy is ‘“‘any procedure that helps the patient become happier, more crea- 
tive, and better adjusted in his familial and social milieu.’’ It is in line with these 
broad definitions of therapy that the present survey has been made. 

Only recent periodical literature on psychotherapy has been surveyed in the 
present paper for several reasons: (a) This is a literature study of recent therapeutic 
techniques; and most books on therapy tend to review and repeat much of the older 
material. (b) Books on psychotherapy and counseling tend to summarize the views 
of other therapists and authors rather than mainly to state the authors’ own views. 
(c) Books tend to summarize a selected portion of the periodical literature of several 
years prior to their publication; while the present survey attempts to review virtually 
a hundred per cent of the recent advocacies of therapeutic techniques of the last few 
years. This hundred per cent survey goal, in the present study, was not completely 
realized, as some twenty out of about 450 relevant papers found in the 1950-53 litera- 
ture could not be located in any of the New York City libraries and therefore could 
not be read and analyzed. It seems safe to say, however, that about 95 per cent of 
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the relevant papers published during the surveyed period were read and their con- 
tents analyzed for the present review. 


In this paper an analysis only of psychotherapy techniques designed for use with 
so-called ‘“‘neurotics’” or individuals with “neurotic’’ trends will be made. Tech- 
niques designed for use with so-called ‘‘psychotics” and “borderline psychotics’ will 
be analyzed in a second paper. Other techniques designed for use with individuals 
having special handicaps or disturbances—e.g., “psychopaths,” individuals with 
organic brain injuries, or patients who have recently had psychosurgery—will also 
not be considered in the present review. Finally, techniques designed for use with 
children or young adolescents will also not be considered here. 


As to the kind of therapy techniques included in this analysis: all but a few 
specialized methods of psychotherapy and counseling will be discussed. These few 
specialized methods not included are (a) group psychotherapy; (b) techniques of 
therapy which require hospitalization or institutionalization of the patient; (c) hyp- 
nosis and drug techniques; (d) techniques involving physical therapy; and (e) tech- 
niques involving special non-verbal materials (e.g., the use of art materials or oc- 
cupational therapy). In other words, all psychotherapeutic techniques which would 
ordinarily be employed between a moderately disturbed adult patient or client and 
his therapist when they are seeing each other in a person-to-person relationship, 
usually in a private office where there are no special materials other than chairs, a 
desk, and a sofa—these are the techniques of psychotherapy, as advocated or at- 
tacked in our recent periodical literature, which are reviewed in the present paper. 

In the course of reading and analyzing the recent professional literature, scores 
of different techniques of psychotherapy have been found. These, with their refer- 
ence sources, will now be listed. In this listing, an attempt has been made to reduce 
overlapping and repetitiousness to a minimum; but some has inevitably crept in. 
In view of the broad definition of psychotherapy used in including the following 
techniques, it has seemed advisable to employ the terms therapist (T) and client (C), 
rather than such terms as analyst and patient, in referring to the psychotherapist 
and the person he is treating. The therapist-client terminology will certainly not 
seem entirely satisfactory to all readers; but it is difficult to see how to improve upon 
it at the present time. 

The following, then, are the significant techniques of psychotherapy specifically 
mentioned or clearly implied in the 1950-1953 periodical professional literature. 








CHAPTER TWO 





STRUCTURING 


STRUCTURING THE THERAPEUTIC RELATIONSHIP AND THE INTERVIEWS 


1. At the beginning of therapy, T should make sure that he properly structures 
the therapeutic relationship. In the course of his structuring, he should see that the 
client understands several important points, including these: (a) T should indicate 
that his relationship to C is necessarily going to be temporary and limited. (b) He 
should not promise any specific success or “cure” to C. (c) He should explain what 
the usual procedure of therapy is. (d) He should to some extent show C that therapy 
is a relationship in which both T and C have their distinct responsibilities. (e) He 
should discuss the possible duration of therapy, and prophylactically show C that C 
may become discouraged or impatient if it is prolonged. (f) He should sometimes dis- 
sipate any false ideas which C may have about therapy or about the nature of emo- 
tional disturbance. (g) He should clarify the setting arrangements—how and where 
C is to sit; the time limits of the sessions; possibilities of extra sessions; the possibil- 
ity of telephone calls; cancellation of sessions; etc. (h) He should see whether C is a 


suitable candidate for therapy, and whether he, T, would probably be a suitable 
therapist for C (7. 88, 234, 276, 309, 369, 381, 383) 


2. T should have considerable experience and expertness at interviewing: He 
should know how to (a) get C talking about relevant topics; (b) see that there is not 
too abrupt a transition from one topic to another; (c) be able to handle pauses suc- 
cessfully; (d) be able to remain silent when necessary; (e) handle reluctant, shy, or 
very disturbed C’s; (f) deal with emotional outbursts of some C’s; (g) terminate each 
interview in a definite, logical manner ‘7*. 15°, 295, 369, 383), 


3. T should frankly discuss fee problems with C from the start, and should 
work out with him a realistic fee arrangement. Once the fee is set, it should be real- 
ized that it often is an important part of the therapeutic relationship that creates 
problems which must be brought out into the open and analyzed just as C’s (and 
T’s) other problems must be faced during therapy. The fee may be significant to the 
therapeutic relationship in several ways: (a) It shows C that therapy is a real and 
serious procedure. (b) C sees that T’s motives are material as well as idealistic and 
that T must be realistically adjusted to the facts of our culture. (c) Paying a fee may 
enhance C’s self esteem, relieve him of his guilt for imposing upon T’s time. (d) Many 
of C’s money problems and his attitudes toward them may come out in the course of 
discussing the fee and his problems in relation to it. (e) C’s attitudes toward T, part- 
icularly where C is a low-paying or high-paying client, will often be seriously colored 
by the fee situation and may be uncovered and analyzed in relation to it. (f) T’s 
counter-transference attitudes may be importantly influenced by the fee arrange- 
ments. (g) C’s manner of paying (or not paying) the arranged fee may illustrate 
significant facts about his way of living “?: 5, 346), 


4. The question of whether or not to send C for psychological, medical, or 
other tests or consultations is an important part of structuring the therapeutic re- 


lationship, and must be seriously weighed, especially at the beginning of therapy 
(27, 316). 


5. It is often best for C and T to understand, at the start, that they are first 
undergoing a trial period of therapy, and that a longer term relationship between 
them will only follow after they have successfully passed several weeks of trial ther- 
apy and have agreed that they would both like to continue the relationship “*: 2**), 
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CHOICE oF CLIENTS 


1. T should accept for therapy only those C’s who have some real readinevs for 
it—that is to say, those C’s who need help and nave a desire to change their behav- 
ior; who will work cooperatively with T to help themselves; who have some good 
motivation for therapy “1, 4°. 75, 76, 86, 88, 141, 208, 223, 282, 386). 


2. On occasion, T may accept an unwilling client, and may work with him in 
one of these ways: (a) by waiting him out till he is ready to seek help; (b) by analyz- 
ing his resistances to seeking help; (c) by accepting him and discussing with him in 
an above-board fashion the fact that he really is a client @*. 

3. Usually, it is well to work with more intelligent clients, since they can more 
easily be helped by psychotherapy @7: ?°®), 


4. T should not choose to work with C’s toward whom he has no sympathy “?, 


5. T should be wary of C’s who select him as a therapist because they antici- 
pate baiting him or arousing his neurotic feelings “™. 


6. T should normally avoid engaging in therapy with his friends or associates, 
although this on occasion may be done“”®). T may at times have friendly relations 
with some of his clients“. 


7. T should not normally accept as clients those individuals who are so dis- 
turbed that they do not have some object relations intact or enough adaptability to 
meet the therapeutic setting without resorting to further regression or withdrawal 
(257) 

8. Not all therapists are good for all clients; nor are all techniques of therapy, 
such as brief psychotherapy, beneficial for all clients. In selecting clients, T should 
keep these points in mind “°, 288), 


OrricE ARRANGEMENTS AND SETTING 


1. T’s office should be sensitively arranged to help C feel more comfortable and 
to aid in his therapeutic productiveness and cooperation. The office arrangements 
and setting should usually include such things as: (a) A quiet office, free of intrusion 
or distraction; (b) sound-proofing of the office, so that other clients or colleagues can- 
not hear what is transpiring; (c) an adequate waiting room; (d) appropriate furnish- 
ings for the waiting room and office; (e) appropriate clothing for T; (f) adequate vent- 


ilation, heat or cooling; (f) general arrangements favoring the needs of most clients 
(69, 77, 88, 349, 408, 428) 


2. Aclinical setting may be better than a private office for purposes of psycho- 
therapy because C can see that other medical services are easily available 4, 


3. On occasion, T may see C in C’s home rather than in T’s office “®). 


FREQUENCY OF THERAPEUTIC SESSIONS 


1. Therapy sessions should preferably be held four or five times a week, for 
purposes of intensive treatment and of encouraging classical transference relations 
between T and C “0, 226, 428), 

2. Routine continuation of therapy in daily interviews over a period of years is 
not advisable, since it may favor C’s regressive tendencies to such a degree that he 
will never be able to renounce them, 

3. T should often see C only once or twice a week, in order to avoid C’s para- 
sitic dependency on T; to give C sufficient time to work on his own and mull over 
T’s interpretations between sessions; and to aid C to concentrate on his most im- 
portant dream associations and memories germane to his current problems when he 
attends therapy sessions (81, 99, 191, 286, 288, 310, 368, 381). 

4. T should be quite flexible in setting the number of sessions C is to come per 
week. Some C’s should come several times a week; some much fewer. A given C may 
first come several times a week; then fewer times; then more often again. Some C’s 
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may come regularly; some sporadically. The frequency of therapeutic sessions should 
be varied in relation to the intensity of the transference between C and T; C’s tempo 


of change; C’s dependency needs; C’s therapeutic productivity; etc. ©. #. 77, 9, 185, 212, 
288, 292, 293) 


5. Sessions on a two or three times a week basis tend to be most satisfactory 


(292 ). 


6. T may take deliberate vacations from C, but should do so cautiously to pre- 
vent any relapse in C“ 


SHorT-TERM PsyCHOTHERAPY 


1. Short-term therapy is a very useful therapeutic method which can be used 
satisfactorily with many clients. Its advantages include: (a) It may be attractive 
and practical with many C’s who would never come for longer terms of treatment. 
(b) It is particularly effective with C’s who have strong ego structure. (c) It helps 
C’s evaluate their reality situation and to try to do something effective about modi- 
fying this situation. (d) It concentrates more on C’s object relations than on his un- 
derlying drives and impulses. (e) It avoids C’s over-dependency on T. (f) It avoids 
the danger of having C comfortably continue to regress, as he often will in routinely 
continued long-term therapy. (g) For some C’s it is actually better than long-term, 
intensive psychoanalysis. (h) It may serve as a prelude to C’s later getting longer- 
term therapy. (i) Because it tackles C’s current, pressing problems, it may prophy- 
lactically prevent him from becoming considerably worse and inaccessible to all 
therapy (4, 5, 8, 9, 21, 42, 65, 80, 85, 99, 255, 272, 310, 371, 381). 


2. Very short term therapy, consisting of a few sessions, or even of a single 
session, may be of definite help to some C’s “1, 306, 831, 333, 342, 374), 


3. Short term therapy is good for certain selected C’s, such as some psycho- 
somatic cases “®°), 

4. Short-term therapy has certain advantages, but it also is distinctly limited 
in many ways, such as the following: (a) Many C’s change very slowly, and therefore 
need a longer period of time in which to change. (b) In short-term therapy there 
often is not sufficient time for the establishing of satisfactory transference relations 
between C and T or for the uncovering of deeper resistances. (c) There may be in- 
sufficient time for working through in therapy. (d) There may not be enough time 
for C to have sufficient affective or emotional experience during therapy. (e) Short 
term therapy may not get to the point of reversibility of C’s neurosis, the point 
where he may really change back to emotional health. (f) Some C’s may become too 
stirred up by the process of short-term therapy to be able to continue in it. (g) C’s 
who gain most from therapy seem to be those who continue for a fairly long period of 
time. (h) Short-term therapy is only good in selected cases, and by no means in all 
cases. (i) There are many special problems and difficulties in short-term therapy, so 


that not all T’s can manage it successfully nor all C’s undergo it (75. 19, 146, 274, 269, 314, 
323, 344, 391) 


Facer To Face INTERVIEW VERSUS CLIENT ON CoucH 


1. Itis best to have C lie down on a couch with T sitting behind him, because 
(a) this position aids the establishment of classical transference relations between C 
and T; (b) it provokes anxiety in C which may be useful for therapy; (c) it creates a 
situation where attention and reality are withdrawn from the outside (including the 
therapist) and are shifted onto the inner experience of C; (d) it enables T best to 
deal with his manifestations of counter-transference and to keep seeing many C’s 
without undue strain on himself; (e) it gives T a chance to analyze the reasons for 
C’s not sticking to the rules of therapy (e.g., when C insists on turning on the sofa and 


looking at T); (f) it enables T to observe C’s gestures and movements more closely 
(28, 44, 252, 357, 428) 








STRUCTURING 213 


2. Itis best to have C sit up and face T, because (a) this makes for a livelier, 
more productive kind of session; (b) T can more easily observe C’s facial and other 
expressions; (c) C is thereby encouraged to stay closer to reality and to avoid regress- 
ive fantasy; (d) putting C on the couch is a limiting technique with few or no proven 
advantages over the face to face position; (e) many C’s are threatened by being forced 
to lie on the sofa, and become less productive or lose rapport with T; (f) when C 
faces T, particularly when there is not even a desk between them to serve as a bar- 
rier, relations between T and C become friendlier, less strained, more natural, and 
more conducive to good therapy “!: 252, 288, 349, 381, 417, 428) 


NOTE-TAKING AND RECORDING OF INTERVIEWS 


1. Itis not good for T to take extensive notes during the therapeutic interview, 
since C may resent this, may feel that T is not sufficiently warm toward him, and 
may feel constrained to slow down his rate of speech to conform to T’s note-taking 
(17, 137), 

2. It may be well for T to take extensive notes during the therapy session and 
then to give these notes to C to take home to elaborate @”®. 


3. Sound recordings may be taken during the therapy sessions in order (a) to 
prevent T from becoming too involved in the sessions; (b) to help investigate T’s 


counter-transference; (c) to help T check on his own mistakes; (d) to help T avoid 
his own unconscious distortions “°, %, 165, 3128) 


TERMINATING PsyCHOTHERAPY 


1. There should often be some preparation, in advance, for the termination of 
therapy. C should know several weeks or months in advance that it is going to term- 
inate; and a definite advance date should sometimes be set “¢. 58, 77, 189, 217, 301), 


2. ‘The termination date should largely be left to the choice of C, even though 
T may not feel that C is ready to terminate “*. 5°, #68), 


3. Therapy may be terminated gradually by diminishing the number of sessions 
per week or month @!6, 80), 


4. C’sreactions to breaks between sessions, such as week-end breaks and vaca- 
tions, may be used as a criterion for the final termination of therapy “7: *), 
5. When C is able to be completely candid with T, therapy may be ended “®”). 


6. C’s ability to cope with his problems may be used as a criterion for ending 
therapy “”, 


7. T should not let therapy drag on indefinitely or unnecessarily, but should 
eventually do something to end it “*. 


8. When the interpersonal relations (transference) between C and T are finally 
resolved, therapy may be ended (218; 277, 322). 


9. When the counter-transference is finally resolved, therapy may be ended 
(58, 407). 


10. In successful analyses, the termination of therapy should be completely 
worked through; in less successful ones, therapy should end at the period of least 
pain for C®™), 


11. C may be asked to perform some task to show that he is ready to terminate 
therapy “®. 


12. When therapy is terminated, the door should be kept open for return visits 
by C, and sometimes he should be asked to return every few months “®. 246), 
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THE PERSONALITY AND QUALIFICATIONS OF THE THERAPIST 


THE PERSONALITY AND ATTITUDES OF THE THERAPIST 


1. The personality of T is a most important factor in psychotherapy, and is in 
some respects more important than such factors as the therapeutic techniques he 
uses or his skill in using them. T’s deepest inner self, as well as his more external 
characteristics and manner, are, whether or not he is conscious of the fact, inevitably 
used in his therapeutic relationships; and it is by the use of himself as an instrument 
that he usually, to some degree, helps effect significant changes in the self of the 
client (3: 73, 79, 104, 125, 141, 161, 170, 284, 349) | 

2. In his relationship with C, T must inevitably become emotionally involved 
himself, at least to some extent; and he will frequently tend to become over-involved 
and non-objective because of his own unresolved problems and neurotic trends. T’s 
emotional involvement with C is commonly called counter-transference. Therapy 
without any degree of counter-transference is virtually impossible, no matter how 
fully analyzed a therapist may be “*. ©. 86, 128, 129, 149, 168, 249, S11, 325, 387) 


THE QUALIFICATIONS OF THE THERAPIST 


In order for T to work most effectively with C, it is necessary that T possess 
certain characteristics and qualifications. These include the following: 


1. T should be able to accept C fully as a person. (a) He should have a genuine 
respect for C, and recognize C’s capacity or potentiality for valid discrimination, 
common sense, and sound judgment. (b) He should not treat C as a child, nor try to 
put C in his place. (c) He should accept C as C is, and not as T would like him to be 
(11, 36, 38, 57, 73, 76, 116, 202, 300, 330, 335, 369, 383) 

2. T should be able to accept C in spite of C’s shortcomings. (a) He should be 
quite nonjudgmental and permissive in his attitudes towards C’s failings. Even C’s 
direct attacks on him should not prejudice him against C. (b) He should show no dis- 
gust or animosity toward C; should be entirely non-critical of him; avoid any gesture 
or atmosphere that will silence C. T should be noncritical of C’s person, customs, re- 
ligion, social or political beliefs, life situation, or other personality traits. He should 
have no concept that human nature is necessarily wicked or immoral. (c) He should 
work not merely for changes in C, but for changes in social institutions which are 
hindering C. He should be quite non-punitive and non-retaliatory toward C“ 1% 
56, 71, 85, 116, 118, 124, 128, 141, 145, 170, 191, 202, 248, 286, 330, 333, 364, 368, 369) | (d) wig should be part- 
icularly nonjudgmental in relation to C’s sex and marriage attitudes and should not 
condemn his unconventional sex behavior “°7: 1%, 16, 171, 379). (@) Nonjudgmental at- 
titudes are especially important with C’s who are guilt-ridden, and who must be ac- 
cepted by T in spite of what they have done or think they have done“: 48), (f) At 
the same time, T need not necessarily be absolutely nonjudgmental about every- 
thing C says or does. He may accept C as a fellow human being, in spite of his ack- 
nowledged “‘badness,” and may give C the feeling that he has a capacity for doing 
“better” @®). (g) He may not judge C but may judge or evaluate C’s behavior, and 


may indicate that this behavior is different from that sanctioned by T’s own val- 
ues 6), 


3. T should show real warmth, kindness, love toward C. He should be able to 
empathize and sympathize with him deeply. He should be ready to give much to C 
and demand little in return. At times he should be a real parent substitute to C. He 


should be responsive to C and be able to throw himself wholeheartedly into an emo- 
tional relationship with him ©. 4, 81, 86, 107, 118, 119, 140, 183, 266, 271, 328, 334, 378, 408) 
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4. T should be able to establish excellent rapport with C and make C feel that 
it is easy to tell T his innermost secrets. He should get C to like the kind of therapy 
T employs. He should be the kind of person whom C both likes and respects, and 


with whom he therefore is more than willing to open up @*. 49% 71, 286, 816, 328, 352, 388, 
390, 391) 


5. T should show C that he is distinctly interested in C and his problems, that 
he cares about what happens to C. He should be somewhat subjective and non-de- 
tached with C; show C that he has a real desire to help him; show concern but not 
pity for C; be quite attentive to everything C says, even though C is sometimes 
irrelevant or bizarre; show C that he is not merely watching the clock or is in any 
way bored “. 14, 86, 95, 182, 197, 205, 234, 327, 368, 364, 368, 369, 408). 

6. T should show general interest in human beings: have a genuine interest in 
and respect for people; maintain contacts with people outside his own field; cherish 
and work for a democratic kind of interpersonal relations among all kinds of people; 
be free from racial and religious bigotry; have some worthwhile goal in his work be- 
sides the goals of monetary reward or self-advancement “®7, 289, 262), 


7. T should act in a friendly manner toward C in some respects. He should at 
times enter friendly discussions of matters not directly related to the therapy. He 
should sometimes answer personal questions about himself. He should often greet C 
by C’s first name. He should not entirely rebuff C when C tries to grope for T as a 
real person. At times, he may even enter actual social relations with C @*. 77, 79, 204, 
369, 383) 

8. T should show C that he has a real understanding of C and his problem— 
that he understands how C got the way he is, how he now feels, and how difficult it 


is for him to change; and that, understanding all this, he is entirely on C’s side“ 78, 
170, 191, 204) 


9. T should exude toward C a goodly amount of encouragement, optimism, 
faith in C’s overcoming his problems and getting better. He should infuse C with 
part of his own positive drive toward good health. He should be able to soft pedal or 
disguise those aspects of his own personality which might be distressing or depressing 
to C and emphasize those aspects of his personality which are reassuring and in- 
spiring “°, %, 120, 397, 409), 

10. T should be able, at first, to gratify C’s dependency needs: should often 
serve as a strong, authoritarian, parent figure on whom C may fully rely “: 5 24%, #9), 


11. T should indirectly or directly bolster C’s selfconfidence or ego. He should 
approve the good or healthier things that C does; show that he considers C very 
worthy of his time and efforts; if necessary, use direct flattery and compliments with 
C, but use them in such a manner that C will believe that T truly means them. T 
may also focus on the shortcomings of some of the significant people in C’s life, so 
that C will thereby see that he is not so bad himself “5, 6°, 126, 243, 286, 310, 318, 369), 

12. T should try to give C the feeling that T is particularly interested in being 
helpful, in aiding C with whatever difficulties may beset him. He should be ready to 
tackle C’s problems within the therapeutic setting and even to take outside steps 
(such as looking up information for C or calling upon others to help with his prob- 
lems) which C would consider helpful ‘78: 7% #15), 

13. T should have a special kind of intellectual and creative outlook conducive 
of effective therapy: he should tend to be highly intelligent, wise, curious, creative, 
and scientifically oriented “*. 107, 141, 369) | 

14. T should be the kind of an individual in whom C may have considerable 
confidence. C should feel that T is well trained in his field, is competent, has a good 
reputation, is clever enough to understand C and help him, and is otherwise a person 
in whom C can confidently place his trust ©, 152, 170, 189, 220, 243, 819, 388, 390), 

15. T should be the kind of a person who can serve C as a good model, and with 
whom C to some extent can successfully identify. The most effective way of teaching 
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is by example; and if T serves as a good example, © will tend to follow suit. T should 
be a resource person through whom effective patterns of behavior are transmitted to 
C: a model of not only what C should know, but of how C should live. T may also 
serve as a kind of trial horse for C: as, for example, when C is a masculine woman, 


and T is a male with whom she can try out her new feminine role “: 2° 6, 189, 261, 266, 
281, 286, 300, 352, 406) 


16. T should have sufficient clinical intuition—should be able to use his own 
unconscious thinking, and his perception of subliminal cues, to understand some of 
C’s deeper thoughts and feelings. There is nothing mysterious about clinical in- 
tuition, and it should be linked with conscious planning and thinking. But a certain 


amount of emotional sensitivity is a prerequisite for T’s being able to help C thera- 
peutically “1. 107, 128, 157, 226, 227, 300, 316, 321, 360) _ 


17. T should have sufficient insight into his own background, training, and 
abilities to be able to limit himself to his area of competence in therapy. He should 
not take on C’s whom he cannot handle, nor use techniques with which he is not suffi- 
ciently competent. If he sees that he is going beyond his depth, he should withdraw, 
and perhaps refer C to another therapist “?: 25), 


18. T’s personality and background to some extent should match or be con- 
gruent with C’s personality and needs. T, for example, should be of a suitable sex, 
age, race, nationality, religion, or socioeconomic background to make C feel com- 
fortable with him or to be of maximum service to C. Sometimes, for example, C needs 
a male therapist and sometimes a female one; and no matter how good T may be in 
his own right, he may not be the right sex for C. Sometimes T should not be too well 
matched with C—as, for example, when T is exceptionally interested in the same 
vocation or hobby as is C— because T may then become easily seduced by C, and 
may not be an effective therapist for him. In other instances, T should have certain 
personal qualities, such as charm, spontaneity, a sense of humor, or an unusual char- 


acter, which will quickly endear him to C and make for excellent rapport’: 56 7°, 
77, 92, 162, 271, 282, 293, 406, 408) 


19. T should normally have a high degree of emotional maturity and personal 
security. He should be especially mature about issues like sex, which otherwise might 
tend to become embarrassing in the course of therapy. He must be secure enough 
not to be too affected by the negative actions of C, and not to react to them in a 
hostile or punitive manner. He may have his own neurotic trends, but should at least 
have an average degree of emotional adjustment. He should be secure enough not to 
curry favor with C as well as not to read into C his own disturbances. He should be 


the type of an individual who himself keeps growing and maturing with life exper- 
iences (14, 85, 107, 109, 116, 118, 183, 228, 262, 282, 328, 359, 378) 


20. T should have an unusual amount of patience and frustration tolerance. He 
should not expect C’s to change quickly; should be able to take long periods when 
they are on plateaus; should accept, often, limited goals of therapy for many C’s; 


should not mind being baffled about why C is not getting better—or why, sometimes, 
he is (4. 45, 204, 310, 358, 369, 391, 416) 


21. T should have a good amount of self-confidence: conviction in himself, in 
his therapy, and in the capacity of C to benefit from therapy. He should unhesitat- 
ingly be able to assume responsibility for C and for therapeutic progress at times, and 
sometimes feel free to be authoritative and quite supportive if C needs this. He 
should feel sure of himself and relaxed when he is with C, and should have sufficient 
courage of his own convictions so that C will sometimes be influenced by T’s self- 
confidence and by his optimistic life philosophies “! 14 2% 208, 250, 391, 412) 


22. T should be able to take a somewhat objective, self-analytic attitude to- 
wards his own behavior, to question some of the things he does with C, and to admit 
his own errors when they occur. He should not have any God complex; should not 
think that his own techniques or theories of psychotherapy are always best. He 
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should be keenly aware of his own values and prejudices, and realize how they some- 
times may handicap him in therapy. He should keep testing his own and C’s reality, 
since only by constant reality testing can he expect to help C. He should not be over- 
bearing, but have a considerable degree of non-obsequious humility. When he be- 
comes too emotionally involved with C, he should acknowledge this fact and use it to 
help C. He should maintain some degree of scepticism toward himself and psycho- 
therapy, while at the same time not going to pessimistic or self-deprecatory extremes 
(14, 41, 88, 107, 149, 156, 202, 223, 262, 401) 

23. T should be trustworthy, dependable, consistent. He should not say one 
thing and do another. He should be open, honest, and frank with C and not resort to 
tricks or strategems “* 271), 


24. T should be thoroughly analyzed himself; should sometimes be reanalyzed; 
and should continue his self-analysis all through his life. His personal analysis is im- 
portant for these reasons: (a) It will enable him to understand himself better; (b) 
to be better adjusted; (c) to be aware of blind spots which might interfere with his 
therapeutic relations with C; (d) put him in more flexible contact with his underlying 
feelings and urges so that he may better understand those of C and act for C’s best 


interest; and (e) stop him from being too smug or God-like “* 2% 4% 107, 164, 191, 204, 
205, 253, 262, 282, 293, 315, 349, 359, 378, 406). 


25. T should have an exceptionally good training for being a therapist, includ- 
ing: (a) A sound knowledge of people and the psychodynamics of human behavior; 
(b) continuous case seminars; (c) supervised psychotherapy or control analysis with 
experienced training therapists (d) consistent contacts with other people in his field; 


and (e) wide and continuous reading in psychological and allied areas “* 5% 76, 107, 127, 
164, 205, 220, 262, 282, 378, 383, 384). 


26. Many of the personality traits or characteristics which a good therapist is 


supposed to have may actually be unimportant for therapy, or it may be better that 
he not have them. (a) T’s warmth, for example, may be overdone with some C’s; and 
it may be better for him to be somewhat insulated from them). (b) His optimism 
and friendliness may be misplaced at times, blocking clarification of feeling or in- 
sight“). (c) If he is too understanding and sympathetic and not analytic enough, 
little effective therapy may be done “®). (d) If he is too flattering and ego-bolstering, 
he may bribe C into well-being temporarily, but really not help C very much, 
(e) If he becomes too supportive and helpful, C may never gain emotional independ- 
ence “48), (f) If he is over-friendly and personally communicative to C, the thera- 
peutic relationship may be seriously interfered with®™). (g) If he tries to impress C 
too much or assume too high a status role, ineffective therapy may be accomplished 
16, 17), (h) Even T’s undergoing a thorough training analysis may have its disad- 
vantages, since he may be indoctrinated wrongly in the course of this training or 
become too dependent on his supervisor’s therapeutic viewpoints “** 2), (ij) In non- 
directive therapy, in particular, no unusual wisdom or special personality traits on 
the part of T are needed for effective psychotherapy“. 








CHAPTER FOUR 





THE NATURE OF RELATIONSHIP THERAPY 


THE RELATIONSHIP BETWEEN THERAPIST AND CLIENT 


1. The main therapeutic agent in psychotherapy is not insight or reason, not 
catharsis or abreaction, but the human, interpersonal relationship that comes to 
exist between the therapist and the client. Only through this relationship, in fact, 
can C be helped to gain insight, to learn new things about himself, and to change his 
behavior. The relationship between T and C has a many-sided usefulness in helping 
C: (a) It satisfies some of C’s immediate needs for acceptance and love, and thereby 
makes him amenable to psychotherapy. (b) It gives C a sense of security, with the 
help of which he can better tackle the serious problems that beset him. (c) It gives C 
a feeling that he is working cooperatively with T and that their combined intelli- 
gences, knowledges, and conscious and unconscious energies and drives are on his 
side. (d) It gives C a feeling that he is communicating effectively with T, and that 
for once he is truly understood. (e) It makes C feel that there is an atmosphere of 
mutual trust and confidence between him and T, and that he can really rely on T 
to help him. (f) It makes C feel that, while he is still weak, he may rely on the super- 
ior strength and knowledge of T, use T as a strong ally, temporarily depend on him. 
(g) It gives C an incentive to change his habits of thinking and behaving in order to 
please T and to retain T’s favorable impression of him. (h) It helps keep C coming 
for psychotherapy even when he is discouraged and little seems to be happening. 
(i) It enables C to identify with T, whom he feels is stronger than he, and through 


this emotional identification to gain some measure of self-confidence or ego-strength 
(1, 8, 11, 36, 57, 62, 93, 116, 119, 121, 136, 159, 161, 202, 218, 239, 249, 272, 289, 313, 328, 333, 338, 349, 364, 372, 
408, 428) 


2. In addition to the incentive, strength, and support which he may gain 
through a positive emotional relationship with his therapist, the client, through this 
same relationship, may undergo a corrective emotional experience which is an inval- 
uable, and often absolutely necessary, factor in helping him change his behavior 
and overcome his neurosis. This corrective emotional experience may be abetted by 
the therapeutic relationship in several ways: (a) Through having a relationship with 
T, C gains new and different kinds of experience, and in the light of this new exper- 
ience is able to reassess his past experiences more illuminatingly. (b) Human beings 
learn largely by doing; and as a result of what C does, or how he behaves, in the 
direct, personal, emotional, and social experiences which he undergoes in his re- 
lationship with T, he may gain intellectual understanding that he would not other- 
wise learn. (c) C’s emotional disturbances are invariably in the area of his social or 
interpersonal relations with other human beings. In his relationship with T, he learns 
how to relate effectively to T, how to communicate socially; and he thereby tends to 
learn social skills which can enable him to get along better with other human beings. 
(d) C’s relationship to T is usually a controlled and limited relationship, as against the 
uncontrolled and unlimited ones he may be experiencing with his family members 
and other associates. In learning to adjust to the controlled and limited relationship 
with T, C may prepare himself for adjusting to the less controlled and limited re- 
lationships he has with others. (e) At the time C comes for therapy, he may only be 
capable of a dependency relationship with T; but through experiencing that kind of 
a relationship in a satisfactory manner, he may be enabled, later, to become less de- 
pendent and more capable of other kinds of relationships. (f) When C comes for 
therapy, he frequently has too rigid moral standards (superego). As he has a relation- 
ship with and identifies to some extent with T, he tends to adapt T’s milder, more 
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rational moral standards and to become less self-denunciatory. (g) C’s basic goal, in 
therapy, must be reevaluation of himself; and reevaluation can only be experienc 

with another person. T serves as this other person with whom C can reevaluate him- 
self more realistically. (h) Because T, in his relationship with C, is relatively detach- 
ed, though most understanding, he does not react directly to C’s emotions, and C 
may therefore learn to be less emotional and more rational. T’s reactions, in other 
words, differ significantly from those of C’s parents, whose reactions to C’s emotion- 
alism originally served to make C neurotic. T is sympathetic and objective; con- 
sequently, in his experience with T, C can learn to be more objective about himself 
and others. (i) Through experiencing a good relationship with T, C is able to see him- 
self more clearly and to like himself better. (j) Truth or insight has to be experienced, 
felt, and not merely seen. Through his relationship with T, C is enabled to have an 
affective experience in which he feels insight or truth. After feeling such insight, he 
may then come to see it intellectually and make use of it in his life experiences. (k) 
Because T is presumably a mature individual, and because he is completely on C’s 
side, C, who is normally quite vulnerable at the time he comes for therapy, can feel 
safe in using T for his own purposes, without taking any risk that T will use C in an 
equally exploitative manner. Thus, C can project wishes, aims, and desires on to 
T, and need not worry about T’s counter-projection. In being able to make use of T 
in this manner, C, with safety, learns to relate to others and to become less needful 
of selfishly using them for his own projective ends. Otherwise stated: C uses T as a 
model to test out his own fears; being, with T, permitted to participate in aggressive, 
sexual, and other tabooed emotions, but at a safe distance. He thus becomes eventual- 
ly able to express tabooed feelings with other people. (1) Through learning to enter a 
responsible relationship with T, C may learn to be able to enter a responsible relation- 
ship with others. (m) In his relationship with T, C is rewarded by T for his increasing 
candor and self-exploration. He therefore tends to become more honest with himself 
and to have an incentive for getting to the bottom of his neurotic symptoms. (n) C 
sees that T isable to have a mutually satisfying relationship with him providing that 
he acts in an above-board, non-deceptive manner with T; and he eventually is able 
to conclude that others, too, can have satisfying relationships with him if he behaves 
decently and nondeceptively with them. (o) C gains security in his relationship with 
T and comes to feel that he can substitute this security for his old neurotic defenses. 
(p) C becomes proud of the fact that he can develop a good relationship with mature 
individuals like T, and feels more confidence in becoming mature himself and develop- 
ing good relationships with others. (q) C at first tries to put T in a role congruent 
with the roles that others have played with him in the past; but because T refuses to 
fit this role, but instead plays a mature and objective one, a favorable situation is 
created in which C may learn new ways of reacting to others and to himself. (r) In 
the therapeutic relationship, C learns to describe and analyze accurately both his 
own and T’s reactions to external and internal events; and through this collaborative 


study of C’s and T’s reactions, C is able to learn to find his own individual solutions 
for his problems (3, 5, 8, 38, 56, 70, 71, 72, 73, 141, 159, 261, 274, 290, 319, 339, 3.4, 385, 386, 406, 407, 425, 
432) 


TRANSFERENCE RELATIONSHIPS 


The aspect of the client-therapist relationship which is most important is that 
which the Freudians call the classical transference—that is, the client’s unconsciously 
reacting to the therapist in a manner very similar to that in which he reacted to his 
parents or parent-surrogates during the early years of his life. Through this classical 
transference relationship, and often through this primarily or exclusively, C is able 
to work through his problems, to gain real insight, to overcome his neurotic defenses, 
and to get better. 

1. Classical transference may be effective in the following ways: (a) Through 
his emotional reactions to T, C may be shown how and why he reacts to others. (b) 
Through his falling in love with T, as he originally did with his parents, C may be in- 
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duced to try to help himself overcome his neurosis. (c) Through seeing how T acts 
differently than his parents, C may be enabled to break his over-emotional ties with 
and dependency on them. (d) Through the transference relationship, T may be able 
to show C that the past no longer actually exists, and that he need not be unduly in- 
fluenced by it. (e) By reviving C’s early infantile conflicts through his transference 
relations with T, C may be enabled to work through these conflicts for the first time 
—to work out new and better solutions to them. (f) By using T as a mirror or screen 
onto which he projects all his past and present difficulties, C is enabled to see these 
difficulties most clearly and to do something about them. Thus, C may quarrel with 
T because C’s wife treated him badly; and through T’s bringing this to his attention 
in the transference relationship, may for the first time fully understand his relations 
with his wife. (g) C, in the transference relationship, first unrealistically worships 
T; but later he is able to accept T more realistically and to turn to outside reality to 
find a life partner who is better suited to him than is T. (h) Through the transference 
relationship, T may show C how C transfers not merely to T, but to others. Thus, 
C may transfer or displace feelings from his mother to his wife; and, being made 
aware of this, may better be able to solve his current difficulties. (i) When C uses T 
as an object of negative transference, he may be able thereby to work through his 
hostilities and aggressions toward his early family figures and toward others. (j) 
Through the transference relationship, T may be able to serve as a better parent to 
C than C’s parents ever served. He may do for C what C’s parents failed to do, and 
thereby enable C to be able, for the first time, to detach himself from his parents and 
their influence. (k) Where C may never have been able to see why his parents with- 
held certain gratifications from him, he may be able, in the transference relationship, 
to understand why T holds these gratifications from him; and, understanding this, 
he may finally come to accept T and others objectively and realistically. (1) Through 
the transference relationship with T, C may be able to recall facts about his early life 
which otherwise would be quite inaccessible to him. He may thus help the thera- 


pme process. (m) Through the transference relationship, C may come to feel that 
e can use the therapeutic relation to relive, relearn, and reintegrate his past exper- 
iences in a new way. (n) With T, C may undergo a small-scale transference neurosis 
that is essentially the same as his original neurosis with his parents. In the process of 
working through this transference neurosis, C may automatically come to under- 
stand and to work through his original neurosis. ® * 5 8. 20, 44, 70, 86, 101, 120, 130, 139, 143, 
146, 148, 159, 200, 205, 209, 210, 236, 237, 267, 274, 282, 290, 310, 311, 324, 835, 348, 349, 408, 421, 423, 428) 


2. The classical transference and transference neurosis are used most effective- 
ly in psychotherapy when T interprets their significant and salient aspects toC. He 
may do this by: (a) Interpreting C’s attitudes toward T; (b) showing how C’s present 
transference behavior ties up with his past behavior; (c) analyzing the positive as 
well as the negative transference—that is, C’s positive and favorable as well as his 
negative and unfavorable attitudes and actions toward T; (d) analyzing C’s gestures, 
actions, and other overt behavior which indicate his conscious or unconscious atti- 
tudes toward T; (e) analyzing C’s transference to other important figures, aside from 
T, in his current life; (f) interpreting C’s resistance to T and to the therapeutic pro- 
cess; (g) showing C how his basic problems become intermingled with the transfer- 
ence relationship with T; (h) encouraging C to ventilate some of his feelings about 
the inadequacies of the treatment setting or the therapeutic procedures; (i) inter- 
preting C’s attempts to make T both omnipotent and impotent; (j) uncovering and 
analyzing C’s reactions towards T’s actions—e.g., C’s reactions to T using his first 
name when addressing him; (k) closely scrutinizing and interpreting C’s dreams 
which directly or indirectly involve T; (1) analyzing C’s blockings during the thera- 
peutic session—such as his pauses, stammerings, vaguenesses, forgettings, censorings, 
etc., (m) analyzing C’s attitudes toward, and behavior in, the therapeutic session— 
e.g., his coming late or early, his cancelling appointments, his impatience for the 


session to end, etc.; (n) interpreting C’s specific sex and love feelings toward T “* 4 
70, 135, 148, 149, 153, 154, 209, 217, 219, 230, 281, 288, 337, 367, 381, 392, 428) 
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3. Classical transference phenomena that occur during psychotherapy are not 
entirely spontaneous, but may be deliberately encouraged or discouraged by T. 
Transference should often be manipulated in order to make for maximum thera- 
peutic progress. Some of the ways in which transference can be effectively manipu- 
lated are these: (a) The intensity of transference may be controlled by regulating 
therapeutic sessions. More frequent sessions usually increase its intensity; while less 
frequent ones tend to decrease it. (b) The depth of interpretation may be limited to 
increase transference. (c) Focussing attention on reality factors will tend to decrease 
transference manifestations. (d) T’s using his warmth to help C will usually increase 
the intensity of transference. (e) Limiting C’s acting out will normally make for 
deeper transference reactions. (f) Free association by C tends to abet transference. 
(g) C’s lying on the sofa, with T behind him, aids transference. (h) The fixed routine 
of the therapeutic ceremonial increases transference. (i) T’s allowing C to be depend- 
ent and nonresponsible for his acts makes for greater transference. (j) T’s frustrating 
C’s gratifications increases transference. (k) Brief therapy tends to minimize trans- 
ference reactions. (1) T’s refusing to answer questions or volunteer information about 
himself increases classical transference phenomena. (m) Encouraging C to establish 
good object relations in his current life weans him away from transference relations 
with T. (n) Limiting therapy to the main presenting problems restricts transference 


phenomena. (0) Deliberately not analyzing transference reactions of C will tend to 
prolong or intensify them (56, 70, 81, 91, 99, 135, 139, 146, 159, 187, 223, 230, 236, 257, 262, 290, 310, 323, 349, 
367, 381, 382, 407, 428) 


4. Classical transference is so definite and powerful that it may not even be 
completely resolved at the end of a successful analysis, but may leave important 
residues, or somehow be unconsciously resolved after therapy has ended @®: 258. 314), 

5. The role of classical transference in successful psychotherapy is highly ex- 
aggerated: (a) It is by no means always necessary that it occur. (b) When it does 
occur, it may be by no means necessarily spontaneous, but may be (consciously or 


unconsciously) brought about by the:reactions of the therapist. (c) It is virtually im- 
possible for a normal therapist to be a mirror for his clients, and to let them project 
on him all their past and current disturbances. (d) All of C’s problems do not origin- 
ate in his childhood, nor can all of them be solved through classical transference re- 
lations through which his childhood problems are emotionally relived. (e) Classical 
transference phenomena encourage dependency on the part of C; and this kind of de- 
pendency is not good for effective therapy. (f) Through a classical transference re- 
lationship C may repeat his childhood disturbances and tantrums with a consequent 
sense of humiliation, instead of being helped to relive such experiences in a happier 
and more fruitful manner in non-transference therapy. (g) Classical transference is 
limited as a therapeutic technique because C must work out his irrationality not 
merely in relation to T, but must work out his irrationality against himself. (h) When 
classical transference does occur, it should often not be deliberately interpreted to C 
as transference. Instead, it may be quietly ignored; interpreted only when it be- 
comes intense and resistance develops; or discussed as a real reaction of C to an un- 
known and threatening experience rather than just as his personal reaction to T. (i) 
If classical transference is to be employed in therapy, it sometimes should not be de- 
liberately manipulated but should be allowed to develop and dissolve spontaneously 


(44, 71, 142, 202, 204, 220, 312, 319, 349, 368, 428) 


THE CouUNTER-TRANSFERENCE 


1. Counter-transference arises in client-therapist relationships for a number of 
reasons: (a) Like C, T is also often subjected to an infantile setting during therapy; 
and while he is encouraging C’s transference reactions in this symbiotic setting, he 
too will tend to become emotionally involved and sometimes involved in a neurotic 
manner. (b) T may have sexual or erotic desires toward C and may therefore become 
deeply involved with him or her. (c) T may be neurotic when therapy starts, and 
may actually attempt to graft his own neurosis on to C. (d) Without being too 
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neurotic, T may very well have his own resolved infantile or other conflicts or prob- 
lems, some of which are particularly reactivated in the relationship with C. (e) T 
may tend to identify with C because C is an underdog and people in our culture often 
identify with underdogs. (f) T may react, normally or neurotically, to C’s intense 
transference reactions. (g) T may react hostilely to one C because of his feelings to- 
ward another C. (h) T may be so afraid of reacting to C in a hostile, loving, or other 
tabooed manner that he may lean over backward and over-react (of under-react) in 
some other direction. (i) T may have emotional residuals from his own analysis that 
come out in his relations with C. (j) T may have masked power motives behind his 
seeming benevolence, and may want to play God with C. (k) T may have current 
problems which are unresolved and which lead him to become over-involved with C 
and C’s problems. (1) T may actually take parental attitudes toward C, because of 
T’s succoring needs, and may not wish to let C get better because he does not want 
to lose him as a client 2% 24% 228, 258, 311), 

2. Significant counter-transference on the part of T is manifested in many 
different ways, including the following: (a) T may be over-interested in C’s recovery 
and have too great a stake in it. (b) T may treat C as if C were a projected part of 
himself. (c) T may be over-friendly, seductive, supportive. (d) T may be over- 
hostile, unfriendly, pessimistic, critical, negative. (e) T may receive unusual satis- 
faction from his therapeutic sessions. (f) T may be insensitive to C. (g) T may tend 
to find the same problems and psychodynamics in several of his C’s. (h) T may be 
over-hesitant or over-eager to get to C’s deeper problems. (i) T may begin to get 
thoughts and images unrelated to the interview in progress. (j) T may begin to act 
out his own feelings during the therapeutic sessions. (k) T may find that C has in- 
tense transference reactions when, actually, C does not have them. (1) T may force 
abstinence or frustrations on C because T actually wants exclusive possessien of C. 
(m) T may try to mold C to his liking, regardless of C’s history and inclinations. (n) 
T may over-identify with C and set too high goals for C to follow. (0) T may exper- 
ience (unconscious or conscious) anxiety in connection with the sessions with C. (p) 
T may refuse to acknowledge the mistakes he makes with C. (q) T may let C run the 
sessions and may submit masochistically to C. (r) T may become depressed or other- 
wise disturbed as a result of the sessions with C. (s) T may charge C too low or too 
high fees. (t) T may be oversensitive to C’s criticism of him. (u) T may project his 
own underlying impulses on to C and find his own problems or impulses in C’s life 
(18, 69, 118, 128, 205, 224, 311, 315, 389, 416) 

3. Significant counter-transference on the part of T has serious disadvantages 
and should often be counteracted or avoided. Some of its disadvantages are these: 
(a) It may lead T to terminate therapy too early or to continue it too long. (b) It 
may lead to a counter-transference neurosis, with possible harm to C. (c) It may 
cause T to make an extremely misleading diagnosis and prognosis. (d) Through ser- 
ious counter-transference, T may actually cause C to have additional problems. (e) 
T may be unable to work out with C suitable goals of therapy for C. (f) The main 


emphasis of therapy may actually be on T’s rather than C’s disturbances °™ *4% 282, 
314, 428). 


4. In spite of its possible disadvantages, counter-transference also has distinct 
advantages; and in some respects there could be no effective therapy if there were no 
counter-transference whatever. When held in check, and not taken to extremes, 
these are some of its advantages: (a) T’s counter-transference is an instrument of 
research into C’s unconscious feelings and thoughts, since by way of his own emo- 
tional involvement with C, the therapist can better understand C’s underlying psy- 
chical processes. (b) Even if T’s reactions to C are irrational, it is still valuable to 
discover what C did to provoke these irrational reactions. (c) By analyzing his own 
reactions to C, T may learn much about what C is really like and what both he and 
C are doing in the therapy relationship. (d) T may be able better to deal with C’s 
hostility by closely examining his own attitudes toward C. (e) Counter-transference, 
like transference, is not merely negative, but often positive; and its positive aspects 
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include a good degree of T’s sympathy, empathy, and identification with C, all of 
which may be aids to effective [eden ye» (f) By letting C affect him emotionally. 
T may become much more interested and involved in the therapeutic process, and 
hence more helpful to C. (g) The best way for T to understand C’s tranference re- 
actions is by analyzing his own counter-transference reactions. (h) If T is allowed, in 
therapy, to express himself adequately and even emotionally, he will enjoy the pro- 
cess himself, be more relaxed, and therefore better able to help C. (i) T’s counter- 
transference may evoke interesting transference or counter-counter-transference in 
C, which may furnish valuable material for therapeutic analysis. (j) Through T’s 
counter-transference, C will be more likely to feel that T is truly interested in him, 
and C will thereby benefit. (k) The more T is able to be emotionally unrestrained with 
C, the greater is the indication that C is getting better and that the transference and 
counter-transference may be resolved (28, 79, 86, 117, 124, 128, 159, 168, 176, 205, 249, 387, 407, 428) 


5. Instead of trying to avoid or counteract counter-transference, the therapist 
can deliberately use it in various ways: (a) T can let C know something about him- 
self, his own feelings, and his part in the current therapeutic situation. (b) T can de- 
liberately encourage C to become aware of T’s feelings. He can ask C: ‘‘What do you 
think I really think of you?” (c) T can consciously accept his counter-transference 
attitudes and can use them and the material seen through them in order to under- 
stand C better and to advance the therapeutic situation. (d) T can allow himself 
whatever sincere expression of his own realistic and moral viewpoints he thinks will 
truly benefit C. (e) T can accept the fact that C looks upon him as a real person, can 
refuse to be threatened by this fact, and can use it to help C. (f) T can become aware 
of his spontaneous counter-transference reactions and to some extent can modify and 
replace them with attitudes which are consciously planned and adopted to fit in with 
the dynamic exigencies of the therapeutic situation and to help C. He should control 
his counter-transference so that it may be used constructively in therapy® 7% ™ 
86, 128) 

6. When T’s counter-transference tends to get out of hand and to interfere 
with effective therapy, it must be controlled or counteracted. This can be done in 
the following ways: (a) T must continually watch himself and undergo constant self- 
analysis, to see whether he is over-reacting to C. (b) He should particularly check on 
his trying to impose his ideals and values on C. (c) He should preferably have record- 
ings of his sessions to go over, so that he can see what his expressed and implied atti- 
tudes toward C were. (d) He should carefully resist any infantile, regressive tenden- 
cies in himself. (e) If he sees that C is aware of some of his emotionalized attitudes 
toward C, he may have to do his self-analysis with C and frankly discuss his own re- 
actions with C. (f) He should constantly strive to become a more mature individual, 
so that serious counter-transference reactions are automatically negated. (g) He 
should closely observe C’s reactions, feelings, and associations to discover his own 
actions which may have set off these reactions in C. (h) He should from time to time 
attempt to disengage himself from the interactive process with C, to draw back and 
ask himself what his feelings towards C really are, and how he is acting in the thera- 
peutic process. (i) He should seriously consider C’s observations about him, and not 
assume that all of these observations are a result of C’s disturbance. (j) He should 
watch his own personalizings, and show himself that C’s attitudes toward him are 
sometimes not to be taken too seriously, as they represent C’s transferences from the 
past or other emotionalizations. (k) He should realize that his attitudes toward C 
are not merely a function of his specific relationship with C, but are also a function 
of his, the therapist’s, attitudes toward personal relationships in general. (1) If nec- 
essary, when these counter-transference attitudes become too powerful, he should con- 
sult with a colleague about them, and sometimes go for reanalysis himself. (m) If 
necessary, he should send some C’s to other therapists if he tends to become too emo- 
tionally involved with them (86, 119, 128, 129, 149, 191, 205, 223, 224, 284, 249, 287, 267, 311, 389, 421) 


7. Counter-transference can best be controlled by T’s being thoroughly an- 
alyzed himself, by his keeping in mind his own shortcomings learned through his an- 
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alysis, by his continued self-analysis, and by his returning to analysis from time to 
time if necessary (69, 168, 191, 234, 237, 267, 311, 389) 


COLLABORATION BETWEEN CLIENT AND THERAPIST 


1. Cshould be made to feel that he is not merely going to T for help but that 
he is collaborating with T in a mutually shared and planned therapeutic experience 
(8, 11, 62, 246) 

2. C should feel that he maintains his own independence in solving his prob- 
lems, although T does not hesitate to offer suggestions for problem solving that C 
may or may not accept“ 288), 


3. T may encourage the reasonable part of C to feel allied with T against C’s 
unreasonable, immature, withholding part“. 


4. C may be given the responsibility for trying to discipline himself and ex- 
ploit his secondary gains while he and T are working on his underlying needs. 


5. C may be shown that both he and T are human beings who must communi- 
cate well with each other in order to gain the truth together). 


6. The combined Id urges or unconscious drives of C and T may be employed 
to urge C to get well @*. 


7. C may be urged to take an active part in the treatment process, so that the 
creative potentialities of both C and T are brought to the fore to help C“®). 


8. C may be encouraged to try to understand with T; an effort made to have T 
and C feel together ‘* #8), 


CuLTURAL INSIGHT—UNDERSTANDING THE CLIENT’s BACKGROUND 


1. The therapist, particularly when he works with clients whose cultural back- 
ground is radically different from his own, should understand, as fully as possible 
(a) the general importance of culture in normal and abnormal human behavior; and 


(b) the influence of the specific cultural background in which C was reared “! ®, % 
211, 215, 235, 279, 338, 345) 


2. T should be able to treat C’s who come from minority groups without nega- 
tive prejudice, on the one hand, and without over-sympathy on the other hand “™), 


3. T’s full knowledge of the backgrounds of minority groups will help him, 
when he sees C’s from such groups, to establish initial rapport, avoid untactful 
phraseology, communicate effectively with C, and comprehend the social reality in 
C’s development and in his current situations“). 


4. T can only effectively determine to what extent a client of a minority group 
has recovered from his emotional disturbance if he fully understands the mores of 
the group from which such a client comes“®?. 


5. T should try to rise somewhat beyond his own cultural biases in analyzing 
the causes and effects of C’s behavior “°”), 


6. T’s stereotypes of a C from a minority group, as well as C’s cultural stereo- 
type of T, must be smashed in the course of therapy @™. 


7. T should understand that C’s fears, and his own reactions and responses to 
these fears, are not “natural” or “inevitable.” Rather, they are the product of cul- 
turally determined experience and learning “”?, 


8. In making interpretations, T should realize that the interpretation that sat- 
isfies C will depend upon C’s cultural, educational, ethical, and religious back- 
ground “), 








CHAPTER FIVE 





EXPRESSIVE-EMOTIVE THERAPY 


NONDIRECTIVE TECHNIQUES 


1. Nondirective techniques of psychotherapy are desirable or necessary in 
many instances. Such techniques include: (a) T’s taking no controlling hand in the 
therapy, but giving C full leeway to bring up whatever material he wants; (b) T’s 
refraining from making suggestions, giving information or advice; (c) T’s encoura, 
ing C to associate freely, without interruption, for a considerable period of time; (a) 
T letting C do all or most of the talking; (e) T giving many general leads, such as 
‘‘What would you like to talk about today?” or “How are things?” (f) T often con- 
fining himself to head nodding or shaking and other accepting gestures; (g) T mak- 
ing considerable use of ‘‘Um-hm” and similar noncommittal verbalizations; (h) T 
avoiding any procedures that would encourage C’s dependence upon T; (i) T’s being 
exceptionally patient and understanding and permitting C’s neurosis to work itself 
through in its own unique way; (j) T’s allowing C to grow with a minimum of inter- 
ference or over-stimulation; (k) T’s continually seeing C in C’s own frame of refer- 
ence; (1) T’s permitting C to do virtually anything he wants to do during the thera- 
peutic session. (6, 71, 124, 142, 206, 229, 249, 327, 328, 329, 330, 368, 369, 380). 

2. T should particularly strive to leave C free to make his own choices and de- 
cisions and to maintain his own independence and freedom of action @* 116. 333, 426), 

3. Nondirective techniques may be used effectively with C’s having minor mal- 
adjustments @, 

4. In its most elemental and nonverbal form, psychotherapy can even be used 
successfully with animals. 


5. Nondirective attitudes may be used with C’s until their problems are suffi- 
ciently worked out and their guilt sufficiently minimized that interpretation of a 
more directive nature is feasible @*), 

6. The use of periods of silence by T may be particularly effective. It may en- 
courage C’s associations; have an important dynamic effect on his thinking and 
emotion; and be valuable in stopping his retreat from therapy by getting him to 
take more responsibility during the therapeutic sessions @5* 416, 421), 

7. Nondirective therapy has its usefulness, but it is a distinctly limited thera- 
peutic technique “**: 4%, 424), 

8. Nondirective therapy is contraindicated in many instances and may result 
in a therapeutic impasse or in relative harm to the client. It will not work well with 
certain C’s, such as passive ones. It places too arbitrary limits on the range of de- 
sirable interpretations. It forbids the therapist’s offering the client information 
which may be quite needed by him. It may lead to inflexibility on the part of the 
therapist. It is frequently a relatively superficial technique that may be unbeneficial 
or harmful to severely disturbed individuals @ ®. 7%, 141, 204, 328), 


ABREACTION 


1. The client should be helped to abreact or to express and release his pentup 
feelings (1, 3, 4, 5, 132, 264, 335, 368). 

2. He should be specifically encouraged to express his feelings of resentment, 
hostility, or annoyance in connection with key figures in his life ® #1 36), 

3. T should show decided approval whenever C markedly expresses his feel- 
ings“). 





226 ALBERT ELLIS 


4. C should be encouraged to experience himself through therapy—to have a 
complete awareness of the total organismic response to a situation “- 82%), 

5. C should be induced to have erlebnis feelings—erlebnis being an experience 
which stirs C: an inner experience of extreme intensity, occurring suddenly and un- 
expectedly and having a deep effect upon C“®. 

6. C may be asked to close his eyes and relax; and be trained to relive his past 
experiences—to rehear, retaste, refeel them—while describing them in the present 
tense. He may then be asked to relieve a successful past experience and a painful 
one (63 ). 

7. C may be asked to relive traumatic—e.g., battle—experience and be shown 
how he keeps censoring his memories by interrupting his own narration “®), 


8. C may be asked to engage in active role-playing in order to aid his abre- 
acting 7 313, 396), 


9. Abreaction is often of limited value or is actually dangerous with some 
C’s “151, 275, 293) | 


CATHARSIS OR VENTILATION 


1. C should be encouraged to talk freely and to ventilate his feeling“ * 1 
174, 236, 272, 335, 388). 


2. C should be particularly encouraged to ventilate his complaints, day to day 
frustrations, bitterness“! 16, 270), 

3. C should be especially encouraged to ventilate his guilt feelings“). 

4. T should refrain from interrupting C, in order to give C maximum oppor- 
tunity to ventilate his stresses and emotions. 

5. T should remain thoroughly nonjudgmental, in order to encourage C’s free 
ventilation ‘). 

6. T should take notes during the therapeutic session and give these to C to 
take home and elaborate upon, thus encouraging ventilation @™. 


FREE ASSOCIATION 


1. The use of free association, with C lying on a sofa and saying everything 
that comes to his mind, is a desirable and often necessary part of psychotherapy °° 
72, 102, 148, 187, 204, 252, 406). 

2. Free association is particularly necessary or valuable in order to arrive at 
C’s unconscious conflicts and to get at the source of his transference relations with 
TO, 206, 210, 268, 323, 431). 


3. Free association can be used as a resistance by C; but this resistance can 
then be successfully analyzed @*°). 

4. T should permit C to associate freely, but should not require him to do so, 

5. Free association may be approximated by having C think out loud, say 
what comes to his mind @*®), 


6. Free association may be encouraged by having T take notes and having C 
elaborate on these notes at home @7°?, 


7. Free association may be limited to C’s dreams or to other special situa- 
tions “*), 
8. Controlled association may be employed, with C being asked to repeat cer- 


tain key words and phrases over and over until other words or pictures come to his 
mind *), 


9. Free association is a distinctly limited technique of therapy, and should be 
used with reservations. It should not be used with certain types of C’s, should not 
be exclusively used, and should be used in the light of information gained by ques- 
tioning and other techniques “* 275, 339, 346, 428), 





NONDIRECTIVE TECHNIQUES 


EXPRESSIVE MOVEMENT ANALYSIS 


1, T should closely observe all possible expressive movements of C and use 
them to discover C’s unconscious thoughts and feelings, his reactions to T, his thera- 
peutic progress, etc. T should observe, accordingly, C’s posture, gestures, voice in- 
flections, speech blockings, symptomatic acts, changes in skin color, grooming, motor 
tensions, glances, emotional undertones, and so on “> 8% 89 121, 124, 271, 300, $18), 


2. T should sometimes interpret the actual behavior of C, rather than merely 
C’s verbal behavior “?, 


3. C may be asked to record a five or ten minute history of his case; then the 
pauses in his story, as it is played back to him, may be analyzed “®), 


4. (C’s expressive movements and gestures may best be interpreted to him in 
the course of interpreting his interpersonal relations (transference) with the ther- 
apist “5%), 


5. If C falls asleep during the therapeutic sessions, associations to his sleeping 
should be obtained and this aspect of his behavior analyzed “*”). 


DREAM INTERPRETATION 


1. C’s dreams should be analyzed and interpreted in order to get at some of his 
unconscious thoughts and feelings (30, 51, 54, 82, 94, 168, 173, 191, 193, 204, 213, 214, 240, 241, 271, 290, 
302, 307, 320, 336, 337, 340, 344, 348, 370, 406, 432). 

2. C’s traumatic dreams, in particular, should be interpreted “*. 


3. C’s dreams should be interpreted in the light of the customs and mores of 
his culture ©. 


4. An interpretation of C’s dreams may disclose his secretiveness “™, 


5. The constructive forces of C may be mobilized through analysis of his 
dreams “), 


6. Analysis of C’s dreams may be used to follow the course of therapy “™, 


7. Optimistic interpretations may be deliberately used in analyzing C’s dreams 
(871) 

8. Close scrutiny should be given to C’s dreams which include his dreaming 
about T“®, 


9. C’s embarrassment about his sex dreams may be used to get at his defenses 
and to overcome them “*”). 


10. C’s dreams may be used as a vehicle through which T may emotionally 
reeducate C@!), 


11. C’s statement, when recounting his dreams, that “that’s about all” should 
be taken as a confession that there really is something more “"™?. 


12. Analysis of dreams is especially important in analyzing the interpersonal 
relations (transference) between C and T @), 


13. Dreams may be suggested by C by T, then analyzed “*), 


14. Transition phenomena, or speech and thoughts occurring a short time be- 
fore C falls asleep, may be interpreted “**). 


15. Dreams may be left uninterpreted to C, but may be used by T for his own 
understanding of C “*), 
16. Telepathic mechanisms in C’s dreams may be analyzed and interpreted 
(84, 303) | 


Fantasy ANALYSIS 


1. Just as dreams can be fruitfully interpreted and analyzed, so can C’s waking 
fantasies. C may be asked to report his spontaneous fantasies; or he may be asked, 
encouraged, or almost forced to produce fantasies ‘®. 1% 256, 420) 
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2. Some special techniques and pointers in regard to fantasy production and 
analysis include the following: (a) C may be asked to produce all the fantasies that 
he has. (b) He may be asked, in particular, to relate those fantasies which occur while 
he is in T’s waiting room, just before his session with T. (c) He may be encouraged to 
assert his hostility toward important figures in his life through having fantasies about 
them, and then to relate these fantasies to T. (d) In analyzing C’s fantasies, it is best 
to have a whole series of them, rather than trying to make too much of any single 
fantasy. (e) It is important to determine whether C’s fantasies are merely of an 
escapist nature, or whether they have an underlying constructive quality. (f) It is 
sometimes best not to analyze fantasies routinely, but to use proper timing and good 
judgment as to when and how to interpret them “ 158, 256, 420), 








CHAPTER SIX 





ACTIVITY-DIRECTIVE THERAPY 


History TAKING 


1. Itis valuable or necessary for T to spend some time getting material on C’s 
past history, including his early memories, his way of life, his general personality 
resources, etc. (78, 106, 189, 243, 251, 271, 313, 366, 406, 421). 

2. C should particularly be encouraged to recall his early feelings of helpless- 
ness, guilt, and panic; his early traumas and conditionings; and his relations to peo- 
ple at critical times in his life “+ #18. 528, 391) 

3. T should ask C directly if he cannot recall his earliest childhood memories 


(207) | 


4. (C’s past memories may be automatically released by getting him to act out 
his past emotions “), 

5. There should not be a primary emphasis on C’s past memories or current 
life situations, but on both. The present should be seen in the light of and correlated 
with the past. Current material should be traced back to its source “! 7+ 107, 121, 140, 
201, 287, 391) 

6. The emphasis, in history-taking, should be on the client’s present conflictual 
situation, on his current problems and life experiences, on the events of his daily life 
(23, 70, 81, 116, 174, 201, 22°, 245, 251, 271, 312, 362, 368, 381). 

7. Getting the facts about the client’s past history has a distinctly limited use- 
fulness (78, 170, 210, 339) 


PROBING 


1. Probing, or detailed questioning, of clients should normally be done in order 
to help them and the therapist understand the origin of their difficulties. Probing in- 
cludes: (a) Asking proper, incisive questions; (b) asking questions that require con- 
crete details in their answers; (c) using C’s motivations, which may be patent from 
his behavior, to frame significant questions; (d) using exploratory questions, which 
may then lead to significant material although in themselves they are not important; 
(e) making certain that C’s full story, and not merely selective parts of it, is obtained; 
(f) encouraging C to continue with open-ended questions, such as ‘“‘What happened 


then?”, “How do you mean?”, ‘“Tell me more about it’’ (© 7, 9%, 99, 102, 124, 135, 141, 191, 
220, 274, 331, 381, 408) 


2. Probing may not only help T get to the heart of C’s problems, but may also 
make C feel that T is sincerely interested in him, and that C is therefore a real per- 
son #5), 


3. Probing is not a good psychotherapeutic technique and may actually impede 
therapy “8: 369), 


FocussInG 


1. Instead of letting C ramble on nondirectively, or freely associate, T should 
make an effort to focus the therapeutic sessions on important topics, on a limited 
number of central conflicts, and on decisive issues 121, 135, 288, 310, 333, 356, 381, 408) | 


2. T should sometimes concentrate on one of C’s problems at a time, or focus 
the therapeutic sessions around a specific area of conflict or disturbance “ 28% 369), 


3. T should focus the therapeutic sessions on C’s reality situations, on his 


actual problems, his current relationships and disturbances of living 15% 237, 289, 243, 
289, 312, 365) 
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. Activity or THERAPIST AND CLIENT 
1. Activity rather than passivity by T is highly desirable‘ %- % 141, 150), 


2. C is distinctly encouraged, urged, and induced to engage in some kind of 
active behavior rather than remaining passive and inert, and is particularly urged to 
do something to combat his disturbed behavior “ ** 5° 61, 116, 139, 180, 399), 

3. Cis urged to be more assertive in his relations with others‘ 9), 


4. C’s acting out, in therapy or in real life, is encouraged, and is then interpre- 
ted to him (310, 312, 362) 


5. C’srationalizations for his real life inactivity are analyzed and destroyed “°?. 


6. Cis urged to participate more in social interchange, hobbies, interests, etc. 
(78, 347, 400) 


7. C urged to get busy at some deflective activity when he is bothered by ob- 
sessive thoughts @). 

8. C disabused of the idea that his role in treatment is to be a purely passive 
one, and induced to give genuine and wholehearted cooperation °* 316), 


9. C is encouraged to use his therapeutic gains in the real world “*”, to adapt 
himself to the stresses of his environment ®*?, 


10. C encouraged to commit himself to living, to assume responsibility for his 
therapy and his real life actions“! 5), 

11. C encouraged to make his own discoveries, his creations in therapy “*?. 
Activity of C in therapy may be encouraged by a nondirective approach which in- 
duces C to take more responsibility and action himself “**). 

12. T takes full responsibility for C’s actions and thereby encourages C to risk 
taking such actions®™). 

13. T encourages C to take actions by giving him a legitimate reason to do so 
or taking away his incentive not to do so). 

14. Cis encouraged to become active by giving him the concept that will power 
and free choice exist and that man is not completely at the mercy of his instincts or 
subconscious forces “*®), 

15. T works to effect behavioral changes in C which will so alter C’s relation- 
ships with others that C will begin to elicit different behavior from them and to ex- 
perience new kinds of emotional reactions himself®*. 


__ 16. T makes predictions or guesses, which are likely to impress C considerably 
if they consistently predict his (or others’) behavior accurately. These predictions 
may also be used prophylactically to protect C from possible dangers which, other- 
wise, he may fall into“ %), 

17. T becomes distinctly authoritarian and commands, coerces, or forces C to 
take some action ‘7 10, 148, 274), 

18. Urging C to take action has limited value and may be anxiety-provoking or 
otherwise dangerous in some instances “* 14% 170, 177, 36), 


DECONDITIONING 


1. Because C has acquired neurotic behavior patterns, including neuro-muscu- 
lar behavior patterns, over a period of years before he comes for therapy, it is neces- 
sary in the course of therapy that there be a continuous, consistent, repetitive ‘“work- 
ing through” of his problems—including verbal or interpretative working through 
on the one hand, and activity or motor working through on the other hand® 4 ®: 
109, 146, 189, 252, 319, 423) 

2. C induced to work hard until newer styles of life are mastered and become 
an organic part of him“ 1), 


3. Interpretive and suggestive verbal repetitions are made to C by having 
him listen to repeated recordings“), 
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4. Monotonous repetition of traumatic events in C’s life are gone through for 
a considerable period of time, until they are accepted without irritation “*. 

5. C’s insight is situationally reinforced by repetitions of explanatory dia- 
grams, films, laboratory situational setups, etc. “**?. 

6. T attempts to initiate emotional forces which will banish C’s fears, thus 
releasing his inhibitions and allowing restoration of healthy function ©. 

7. Cis enabled to establish a security-eliciting relationship with T, and through 


this type of conditioning his security reactions become stronger than his anxiety re- 
actions, thus helping him overcome the latter °™?. 


8. Through “autogenic training” C is taught how to gain control over functions 
which are not usually influenced by volition. Autogenic training includes progressive 
relaxation of the voluntary musculature and control over internal organs @* 54), 


SeTTinG GOALS AND VALUES FOR THE CLIENT TO ACHIEVE 


1. There must be definite goals and values to be achieved in psychotherapy, 
otherwise the therapeutic process is likely to be a rambling, endless, ineffectual one. 
First, tentative goals may be set; later, more thoroughgoing ones. Both T and C 
should usually cooperate in setting such goals, and should set them in such a way 
that they are acceptable to both. Engaging in therapy without any values whatever 


is virtually unthinkable, since the concept of adjustment itself is, in the last analysis, 
a value judgment (41, 141, 147, 220, 310) 


2. In setting goals and values in psychotherapy, C’s individuality should be 
considered above allelse. No way of life, however dear to T, should be forced on C. 
The selected goals and values should depend upon C’s background, general person- 
ality structure, needs, assets and liabilities, and self-realization. A basic aim of 
therapy should be to have C discover, in the course of it, what his basic values actual- 
ly are and what he would like them to become. He should be freed from irrational 
fears and conflicts so that he can have the courage to affirm himself and build his own 
individual set of values. T should help C find the values which are good for C “ 7. 
87, 106, 107, 120, 147, 204, 227, 261, 274, 287, 319, 328, 411). 

3. Certain goals of therapy may be set for all or most clients, such as: (a) chang- 
ing C’s reaction-sensitivities so that he may adjust better to reality; (b) increasing 
the flexibility of his reactions; (c) teaching him how successfully to handle interper- 
sonal situations; (d) strengthening his inner autonomy, healthy judgment, and re- 
sponsibility; (e) ridding him of internal conflict; (f) getting him to behave in a more 
rational, controlled manner; (g) helping him find his lost optimism and self-confi- 
dence; (h) helping him gain an integrated, harmonious, equilibriated psyche “” 1° 
120, 261, 411) 

4. To be realistic, the goals of therapy must often be distinctly limited; and T 
must be able to accept such limited goals where they are necessary. Some C’s, be- 
cause they are extremely disturbed, can only work toward quite limited goals, and 
there can be no hope of ever completely “‘curing”’ them. Other C’s, because they have 
few inherent assets, must be taught to accept their inherent limitations, and not to 
set their sights too high. Still other C’s must work for limited therapeutic goals be- 
cause the time or money available for therapy is limited. Some C’s cannot be given 
too deep insights into themselves because they would be more harmed than helped 
by such insights. Although symptomatic treatment has its serious disadvantages, 
it is sometimes the only kind of treatment practical for one C or another, or for one 
reason or another with a given C. On the whole, T should help C learn to accept life 
as it is, with all its inadequacies: to make changes in himself where necessary or prac- 
tical, but to accept the inevitable (63, 70, 80, 90, 174, 204, 236, 254, 275, 319, 371, 405, 412, 418) 


5. Accepting limited goals of therapy, and particularly treating C’s symptoms 
rather than getting at his basic personality structure, has its own limitations and 
dangers and should often be avoided “®: 88, 405), 
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6. A definite attempt should be made, in many instances, to help C adjust to 
the specific culture in which he lives. He should be shown that it is necessary for 
him to do so because he cannot grow and develop well in any other way “* + 279 286), 


7. A definite attempt should not be made, in many instances, to help C adjust 
to the specific culture in which he lives. Instead, C should be enabled to stand on 
his own two feet and to be able to engage guiltlessly in many acts which the majority 
of individuals in his culture may irrationally disapprove © 47. 263, 379, 411, 412), 


8. T should try to help C acquire a positive, good set of values which will en- 
able C to have a fuller, happier, more productive life. He should try to help C acquire 
a comprehensive and ‘consistent philosophy of life; a constructive spiritual orienta- 
tion; a set of new and acceptable values, such as devotion to something greater than 
himself, which will give C something to live and work for “* 23 96, 286, 287, 388, 412, 418) _ 


9. T should endeavor to get C to undergo a religious experience in the course of 
therapy; to accept and have faith in God and the religious sacraments or, at the very 


least, to accept the moral philosophies which most of the great religions expound (10, 
13, 22, "os, 34, 37, 43, 48, 562, 53, 73, 87, 106, 112, 115, 131, 132, 147, 159, 171, 181, 184, 185, 199, 211, 242, 244, 259, 260, 


278, 283, 298, 326, 334, 376, 397, 402, 403, 412, 424, 427). 








CHAPTER SEVEN 





Support AND HELP 


1. T should expect to take a supportive and helpful role with many C’s, for 
several reasons: (a) C comes to T in the first place for help, and often comes as a last 
resort. Consequently, the help he asks for should be given him. (b) Supportive meas- 
ures are knowingly or unconsciously used in all forms of psychotherapy, and it is well 
to use them consciously rather than inadvertently. (c) C must have confidence in 
T’s ability to help him, and will not have such confidence if T rigorously refuses him 
any support. (d) Some therapy must necessarily be so brief that support, even though 
it involves C’s dependency on T, must be permitted. (e) Too early insistence on C’s 
independence will often be taken as a rejection by C and may serve to do harm. (f) 
Help of any kind by T, or even his expressed willingness to bring such help to C, wiil 
tend to make C feel that T is completely on his side, and that someone strong and 
knowing, a good parental surrogate, is deeply interested in his welfare. (g) C’s 
growth and maturity is only likely to be aided if T is strongly on his side, and in 


every possible way is laboring and using his own strong personality with which to 
help C (5, 72, 86, 306, 333, 397). 


2. Giving C support and help may include: 


(a) Helping C make plans, outline projects, find a program of action, solve 
his problems, successfully carry out the plans that he makes, improve his reality 
situation (23, 72, 99, 135, 139, 280, 333, 392) 

(b) Helping C acquire new skills, get satisfying hobbies, interests, recreations, 
social contacts, vocational opportunities, status-satisfying goals“ °4% 254, 351, 382, 
388) 


(c) Helping C change his environment or remove himself to a better environ- 
ment‘, 38, 344), 


(d) Helping C manage his hostility or other embarrassing or self-destructive 
emotions @*), 

(e) Helping C substitute harmless symptoms (like giving up smoking or 
throwing himself into planned activity) for more harmful phobias and compul- 
sions ‘7°, 


(f) Helping C by inducing his family members to aid him or stop contributing 
to his harm “**), 


we (g) Helping C by giving him or discovering for him some useful information 
(h) Helping C by thinking cooperatively with him, helping him anticipate 
the consequences of his planned acts and to understand the outcomes of his inter- 
personal trials and errors; helping him to avoid falling back on his old habits of de- 
ceiving himself and projecting his failures on to his environment “*), 
(i) Helping C work out more assertive ways of managing people “°. 


(j) Helping C express himself through feeling that T is on his side, is a worthy 
guide, friend, and helper for him “. 


(k) Helping C feel more worthy and more decisive by encouragement, praise, 
advice, and suggestion °°. 


3. When C is actively helped and supported by T, this support should be cau- 
tiously given, so that C does not become too thoroughly or permanently dependent 
on T. Support should satisfy C’s minor, current needs, but not satisfy his basic neu- 
rotic needs. It should help C cope with his present stress, but not be so supportive 
that he gives up trying to help himself. It should be given with the understanding 
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that the major goal is eventually to get C to stand on his own feet, while temporarily 
allowing him to cling to T “* % 23, 351), 


4. Supportive therapy has a limited value, and frequently may do more harm 
than good. T should not be a good parent when this is no longer desirable; should 
have full respect for C’s potentialities for independence and thinking; should operate 
on the hypothesis that the individual is capable of self-understanding and self-direc- 


tion; and should often analyze C’s craving for support rather than indulge it® 5 2% 
234, 330, 344) 


5. T should sometimes become actively non-supportive, even critical of C when 
it appears that support and approval are not working. He should say something like 
“This seems like a waste of time to me. You’ve talked about these symptoms again 


and again and it has never seemed to help. We’re going to have to do something to 
break this bottleneck” “*. 


STRESSING THE CLIENT’s ASSETS AND CONSTRUCTIVE ForcES 


1. T should help C find C’s existing strengths, constructive forces, and poten- 


tial assets and to help mobilize and support these so that C makes the best possible 
use of them (106, 194, 202, 280, 400) 


2. C may be shown that he has the potentiality within himself to develop in- 
creased capability to handle responsibility for his feelings, attitudes and behavior “?. 

3. Stress should be laid on C’s reasonable side, on his potentialities for insight, 
on his capacities for valid discrimination, common sense, and sound judgment ®: 2”), 

4. (C’s possibilities for pleasure and good living, rather than merely his resent- 
ments and lacks, should be stressed “!), 

5. The outcome of psychotherapy may often depend more upon the balance 


between C’s assets and liabilities than on what transpires in the course of his treat- 
ment 3), 


Guitt REDUCTION 


1. T should often make a distinct effort to relieve C’s guilt by showing C that 
he has little or nothing to be guilty about © 4, 362, 397), 


2. C’s sex guilt, in particular, should be reduced by breaking down their in- 
hibitions, reducing their antisexual attitudes to absurdity, showing them that their 
sex desires are statistically common, etc. ‘7 5% 10% 281, 877, 379), 


3. C’s guilts should be reduced by T’s adopting a permissive, nonjudgmental 


attitude and encouraging C to ventilate his “crimes” in an accepting atmosphere 
(45, 56, 73, 85, 171) 


4. C should be shown that he is not responsible for certain acts, such as his 
mother’s and father’s separation, and therefore should not feel guilty about these 
things “*), 


5. T should try to relieve C’s sense of guilt for things he has not actually or 
wittingly done and leave him with a conscious sense of guilt for immoral acts which 
he has done“, 


6. C should be allowed to blame others in ordinary psychotherapy; but in deep 
psychoanalysis, he should be shown that he himself may be to blame for various 
acts @), 


7. C should be encouraged to do good deeds to reduce his own guilt 7). 


8. T should definitely strive to increase C’s guilt in certain cases, particularly 
when C is over-aggressive, domineering, or psychopathic “* 152), 


9. T must get C to acknowledge his guilts, his moral fears, and his self-criti- 


cisms and to work through them by becoming a more moral, self-disciplined in- 
dividual °**, 
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ENVIRONMENTAL CHANGE 


1. In some instances, T should do everything possible to see that significant 
changes are made in C’s environment or life situations. To this end, T may (a) see 
members of C’s family, and try to induce them to change certain living conditions 
which are inimical to C; (b) see that C gets in a new environment in order to distract 
him from his neurotic symptoms; (c) recommend that, for a while, C take a trip, 
leave home, go to a hospital or sanitarium or rest home, or otherwise temporarily 
change his environment; (d) help C to change his job, or make the most of his present 
job, or otherwise better ‘himself vocationally and /or financially; (e) help C with any 


other of his problems the partial solution of which would enable him to improve his 
living conditions (4, 40, 139, 237, 243, 246, 296, 351, 374, 380) 


2. Environmental change is a limited technique of therapy and often will do 
relatively little good”. 


REASSURANCE 


1. Reassurance is a valuable and at times necessary therapeutic technique. It 
may include: (a) telling C that his problem is a common one and is quite solvable; 
(b) being noncritical of C and his difficulties; (c) dynamically anchoring T’s reassur- 
ing statements to C’s special problems and telling him things specifically designed 
to calm him and give him more confidence in himself; (d) T’s taking an optimistic 
attitude toward life in general and C and his problems in particular; (e) physical 
contacts with C, such as shaking hands with him; (f) charging C either a large or a 
small fee, depending upon his needs; (g) taking a sympathetic and understanding 
attitude toward C; (h) helping C with his practical, immediate problems; (i) talking 
a good deal or remaining silent, depending on C’s needs; (j) showing a decided interest 
in C and a desire to help him; (k) directly and indirectly continuing to show con- 
fidence in C and his ability to help himself; (1) showing respect for the actual steps C 
takes or the things he does; (m) giving C factual information, such as information 
about his disturbance, which will help him; (n) show ng C that he has full leeway to 
express his feelings during therapy; (0) at times telling C that his problems are really 
not so serious as he thinks they are (59, 72, 78, 85, 93, 121, 135, 180, 232, 296, 365, 369, 377, 382, 398, 
415) 

2. Reassurance should not consist of dismissing C’s symptoms as being imag- 
inary “79, 

3. Reassurance should be used with T’s knowledge that it often arises from 
his own needs to give it rather than from C’s needs to receive it ‘*”. 

4. Reassurance should be used with certain types of clients, such as infantile, 
immature personalities; individuals who have suffered extreme stress and temporary 
ego loss; clients who have underlying hostility to the therapist and to treatment; 
individuals who are so disturbed that insight therapy is not advisable for the time 
being @*), 

5. Unless reassurance is used at the start with many anxious clients, they will 
not keep returning for therapy @**). 

6. When used, reassurance should be cautiously given, and given in such a 
reef that C believes that T is being truthful and is not merely “handing him a 
ine (6, 351 j 

7. Reassurance has a limited application in therapy, and has several dangers, 
including these: (a) C does not always take it as being real support, but may regard 
it as a brush-off. (b) It tends to lead to authoritarianism. (c) It tends to lead to de- 
pendency on the part of C. (d) By continued use of reassurance, T may forfeit the 
opportunity to find out what lies behind C’s superficial worries. (e) By reassurance, 
T may come to serve as a parental figure. (f) Reassurance may actually be a reaction 
of T, designed to reassure himself. (g) It may invite C to have feelings that he pre- 
viously did not actually have. (h) It may give C a basis for rationalization, through 
which he may delay facing the real causes of his anxiety “ §7- 181, 282, 254, 255, 258) | 
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ADVICE AND PERSUASION 


1. Advice, persuasion, and suggestions that C take specific actions are some- 


times desirable or necessary and should be selectively used by T ‘ 1% 236 287, 246, 274, 
306, 351, 374, 381) 


2. Advice is particularly indicated when T tries to help C solve C’s practical 
problems (78, 286, 390). 

3. Advice is useful once C’s problems have been fully understood and inter- 
pretations as to the cause of his disturbed behavior have been made “** 26), 


4. Advice of various kinds may have distinct therapeutic advantages, includ- 
ing showing C that T is willing to help him; giving C support; relieving his guilt and 
anxiety; and relieving his responsibility for aggressive feelings, so that constructive 
activity can follow @». 


5. Varying degrees of advice-giving may be effective in therapy: (a) Directed 
problem solving: “It would be a good idea if you would .. .” (b) Prognosis: “If you 
would follow such a program the result is likely to be. . .”” (¢) Tempered command: 


“You should. . .”” (d) Command: “You must...” (e) Force: ‘You do this or else. . ” 
(380) 


6. It is sometimes necessary to use an authoritative approach or to exert real 
pressure on C to do something “ 2%), 


7. Advice should only be given cautiously, when C has distinctly impaired 
judgment, and when T is ready to forbear from treading on the “holy ground” of 
C’s life (4, 170, 427) 


8. Advice-giving has several distinct disadvantages, including: (a) It may easily 
be interpreted by C as criticism of himself. (b) It may promote resistance. (c) It may 
lead to repression and hostility. (d) It may help increase C’s anxiety, guilt, and ten- 
sion. (e) It may lead to a continuing dependent relationship @”?. 


9. Advice and persuasion are contra-indicated because they may be ineffective 
or do more harm then good “*. 258, 369), 


SUGGESTION 


1. In some instances, T may use positive suggestion with his clients, especially 
to counter the negative suggestions which they often keep giving themselves“ 11; 
399 ) 

2. Suggestion, when used, should only be given when T truly believes in it 
himself, when he couches it in positive language (‘‘Be confident’’ instead of “do not 
worry’), and when he does not use it indiscriminately. 


3. T may train C to use autosuggestion when C is assailed by his own negative 
neurotic suggestions “®), 


4. T may give C T’s notes to take home and go over, thus indirectly using sug- 
gestion with C@), 

5. T may have C, while C is awake or sleeping, listen to sound recordings which 
keep repeating positive, confident suggestions “°?, 


6. Most of the time, suggestion is either useless or of little value with most 
clients (6, 258, 369) 


INFORMATION GIVING 


1. It is often well to give clients factual information, to offer them authorita- 
tive explanations, to instruct them in areas where their knowledge is insufficient, 


particularly in relation to essential physiological and psychological facts 167. 220 
237, 309, 380, 388) 


2. Relevant sex and marriage information, in particular, should often be given 
C (68, 109, 186, 212, 231, 306, 319, 365, 377, 379) | 
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3. Information that is given to C will be accepted by him if it is directly re- 
lated to his needs and not in opposition to his self concept °°*?. 


4. T should not hesitate to answer the direct questions of C “>. 
5. T may give C individual tutoring in some area “*), 


6. T may point out to C unknown or neglected psychological areas, and thus 
enlarge C’s range of opportunities for action @*®. 


7. C may be taught how to do things, such as to act in a delayed, unemotional 
manner instead of an undelayed, emotional one ‘*?. 


8. C should be indocrinated in the fundamentals of psychodynamics “”?. 


CoNnsULTATION WiTH OTHER MEMBERS OF THE CLIENT’S FAMILY 


1. It is often desirable that the therapist consult with other members of the 
client’s family, er see two clients for psychotherapy who come from the same family. 
Advantages of this procedure may include: (a) A better understanding of one client 
through seeing one or more of his family members; (b) a greater willingness of one 
client to work on his problem because a relative is also being seen; (c) the therapist’s 
being able to help one client through getting the family member(s) to truly under- 
stand him; (d) getting the cooperation of other family members to help the client; 


(e) being able effectively to manipulate a client’s environment through the efforts of 
his family members (12, 105, 237, 280, 285, 306, 332, 365, 388, 398) 


2. In sex and marital difficulties, it is particularly appropriate for the therapist 


often to see both husband and wife, and sometimes to work with them simultan- 
eously (27, 163, 167, 186, 280, 343, 365, 377) 








CHAPTER EIGHT 





INSIGHT-INTERPRETIVE THERAPY 


INSIGHT OF THE THERAPIST 


1. Insight of the therapist is a desirable and usually necessary requisite of 
effective psychotherapy (62, 88, 142, 179, 212, 220, 223, 274, 878) 


2. Insight of the therapist is most important and necessary for effective ther- 
apy (117, 296, 344, 423) 


3. T’s understanding of C is especially necessary in short term psychotherapy 


(174, 381). 


4. T should have insight into C’s reasons for coming to therapy @* 22), 
5. T should be able to make a clearcut diagnosis of C and his difficulties “+ 


71, 152, 188, 190, 323, 391) 

6. In making his diagnosis of C, T must avoid premature labeling and must 
continually check up on his original diagnosis: 1°”), 

7. Along with his diagnosis, it is desirable that T make an adequate prognosis 
for C 9%), 

8. T should gain insight into C and then convey to C his insight, or his under- 
standing of C’s inner world @ 8°), 

9. T may gain insight into C by studying everything C does, permissively 
allowing C to do and to recall everything possible “* 11), 

10. To gain insight into C’s behavior, T must not merely accept C’s reports of 
this behavior, but must go behind these reports, to discover C’s unconscious thoughts 
and feelings“. At times, he should also check up on C’s reality situation by speak- 
ing to others who know C&"®), 

11. To understand C, T must sometimes recognize the paucity of C’s inner 
experience “%), 

12. To gain insight into C, T must not rely too heavily on his clinical intuition 
but must painstakingly track down the clues which he subliminally or vaguely per- 
ceives about C”). 

13. T should try to discover the goal of C’s neurotic symptoms and to make 
this goal no longer essential “°?. 

14. T should especially understand the general psychodynamics of human 
behavior and should be able to apply them effectively to C’s case“), 

15. T must continually advance in his insight into C as he comes to know C 
better “25, 

16. T should be an artist of clinical insight, who feels much more than he 
thinks his way into a comprehension of the emotional and interactional troubles of 
his clients and of ways of alleviating these difficulties “™>. 

17. The insight of T into C’s problems is of limited value and does not necessar- 
ily result in effective psychotherapy“: ***), It is the insight of C, not of T, that 
counts “6°, 

INsIGHT OF CLIENT: GENERAL 


1. Giving the client insight into or understanding of the roots of his problems 


is a valuable means of psychotherapy (1, 2, 3, 5, 72, 76, 183, 139, 145, 196, 267, 323, 335, 344, 360, 365, 
372, 428) 


2. C’s insight should be not merely intellectual, but also emotional or non- 
intellectual; he should feel as well as see the causes of his problems “* 228 816, 432), 
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3. Insight does not occur slowly during concentrated mental effort and strug- 
gle, when the client’s conciousness is narrowly contracted and sharply focussed, but 
occurs suddenly during relaxation and wide diffusion of consciousness @™). 

4. T should offer C a great variety of symbols and stories, and use an indirect 
approach instead of direct interpretation, to induce him to have emotional insightful 
experiences “®), 

5. Films, diagrams, and other reinforcement devices may be employed to help 
C gain insight “**, 

6. Semantic explanations and distinctions should be taught to C to help him 
gain insight; he should be shown how his observations are limited, and may be in- 
correct, and that his difficulties derive from such incorrect observations “>. 

7. C may be helped to gain insight through being taught to think correctly and 
do his problem solving in a well-ordered fashion “*). 

8. C should practice logical thinking, use his insight repeatedly in practical 
ways 8), 

9. C should be helped to gain insight into the behavior of others, through 
which he will tend to gain insight into his own behavior “*?. 

10. C may gain insight through being able to experience a warm, nonpunitive 
relationship with T “1, 15%), 

11. A C who knows why he has certain neurotic symptoms may at least stop 
being irritable about these symptoms “*), 

12. C may be enabled to take a more justifiably critical attitude toward him- 
self and to gain insight by being given T’s notes to take home to elaborate upon @”. 

13. Unless C obtains insight into his fundamental complex, he will tend to re- 
lapse after therapy “”). 

14. C should be urged to use his insight at the point where he is specifically 
affected by his neurotic symptoms—to apply it while he is actually suffering from 
such symptoms “?, 

15. C is helped to gain insight through being specifically taught relevant facts 
about the human nervous system and the psychodynamics of behavior “>. 

16. Insight cannot be given to C, it must come from within himself; it cannot 
be partial, intellectual or emotional, but must be complete; it must be conscious “*?. 

17. Insight alone is relatively ineffective and of limited therapeutic value. To 
get better, C’s must experience new things as well as understand; they must use their 
insights in action; they must get much more from the therapeutic relationship than 
mere insight (3, 124, 126, 142, 188, 194, 272, 274, 280, 296, $12, 318, 339, 364, 385, 393, 430) 

18. Insight may follow, instead of precede, the extinction of some neurotic 
symptoms “*), 

19. Insight may have a limited usefulness with C’s who have more actual 
liabilities than assets “!®). 

20. Insight of C may be dangerous in some cases, especially if it is obtained 
before C’s self-confidence (ego) has been sufficiently built up“. 

21. C’s insight is often wasteful, hazardous, and dangerous. There is nothing 


so painful as complete insight, and frequently no attempt should be made to have C 
obtain this“), 


DEALING WITH DEFENSES AND RESISTANCES 


1. C’s invariably set up unconscious defenses against giving up their neuroses 
and resistances against succeeding in therapy. One of the main and absolutely nec- 
essary aims of the therapist should be to analyze, interpret, and make conscious 
these defenses and resistances to the client, and thereby to destroy them and permit 
therapy to continue effectively (30, 100, 111, 146, 223, 251, 254, 280, 370, 393, 400, 406). 
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2. C’s resistance against effective treatment, and against good interpersonal 
relations with his therapist (transference), should especially be analyzed and over- 
come (143, 262, 355) 

3. Before C’s unconscious material may be interpreted to him, it is necessary 
to analyze and interpret his defenses and resistances “*® 22°), 

4. The more successfully C uses his defenses and obtains satisfactions through 
them, the more necessary it is for T to interpret and destroy these defenses“. 

5. C’s resistances should be frankly brought into the open and discussed, so 
that he will have the greatest freedom in bringing out and working through the 
problems for which he came for help“. 

6. C’s dread of facing his feeling of nothingness should be particularly anal- 
yzed (196 ), 

7. All the aspects of C’s externalized living—the ways in which he lives for, 
through, and against others, and thus feels less alienated from himself, should be 
revealed and interpreted “®). 

8. T must strive to overcome C’s defenses against emotions connected with 
the past), 

9. T should show C that the primary purpose of C’s neurotic symptoms is an 
attempted defense against C’s past hurts“? or against seeing his fundamental under- 
lying conflicts “**), 

10. C’s anxiety may be interpreted as a masochistic defense of which he is not 
only a victim but which is also meaningful and to a certain extent pleasurable to 
him “*), 

11. The secondary gains of C’s illness must be recognized and fought; those 
things which afford C most of his neurotic gratifications must be eliminated “°). 

12. One after another of C’s strategic defenses must be activated and then 
extinguished or worked through @*. 

13. C may use cultural discriminations against him as an excuse for his neurotic 
actions. If so, this defense must be analyzed and uncovered “». 

14. The discrepancy between C’s idealized image of himself and his real self 
must be uncovered and reduced “), 

15. Regressed C’s must be shown again and again the defensive character of 
their regression “%”), 

16. Resistances may sometimes be avoided or minimized in therapy by dealing 
with C’s psychic apparatus as if it were a closely integrated system, and by not try- 
ing to split it into defensive layers “*). 

17. Resistance in therapy is often exaggerated. It is not necessarily harmful; 
it often need not arise; it may be largely provoked by T’s behavior; and if it is not 
quickly and “properly” handled it often makes little difference to the outcome of 

18. Personality defenses are not necessarily harmful to C, and T should have 
a healthy respect for such defenses and must not cavalierly go about destroying them. 
Useful defenses, in particular, should not be interfered with “4 220, 378, 381), 

19. Certain defenses, such as C’s use of a flight into health during therapy, 
may be interpreted and overcome in some cases; but in other cases they have a dis- 
tinct value, and should be cautiously approached and used by T to help C regain 
emotional stability “7. 

20. In some cases, C’s defenses should be destroyed; but in other cases they 
should be strengthened“). C’s defenses should be strengthened in cases where this 
is all that is necessary for his improvement and in cases where this is all that is safely 


possible“*®), In many instances, C’s defenses should be fortified and aided, even 
though they may be neurotic “ 5 146 280, 3m), 
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INSIGHT THROUGH INTERPRETATION 


1. Interpretation is a valuable or necessary technique through which C may 
be given insight into his problems“: 187. 198, 252, 386, 392, 421) | 

2. There are various levels or hierarchies of interpretation. It may be given in 
symbolic, representational, or direct ways®®). It may range from merely con- 
fronting C with a new problem to bringing to a head and resolving some hitherto in- 
soluble problem“, It may start with uncovering a defense mechanism and then go 
on to uncovering unconscious content °”), It may involve T’s going through a cer- 
tain interpretative sequence, such as (a) preparing C for interpretation; (b) analyzing 
C’s resistances and defenses; (c) analyzing transference material before other mater- 
ial; (d) analyzing unimportant symptoms first; and (e) analyzing C’s mobile defense 
traits before getting to his rigid, characterologic defenses“). It may range from 
simple repetition of C’s responses to deep interpretations of his unconscious feel- 
ings‘), 

3. On the simplest level, interpretation may consist of reflection of C’s feeling, 
or restatement of his content. Such reflection or restatement may include: (a) Simple 
restatement or rewording of what C says; (b) restatement or rewording of the feel- 
ings that C reports; (c) reflection of feelings which C may not expressly report but 
which are implied by his statements or behavior; (d) comparisons among feelings 
that C expresses or implies at one time and feelings that he expresses or implies at 
another time; (e) reflections of C’s feelings with overtones of deeper interpretations; 
(f) focussing on C’s emotions and behavior rather than on the mere things he says; 
(g) repeating C’s last few words, or using synonyms to keep his current thought in 
motion; (h) responding to certain selected parts of C’s feelings, rather than to all of 
what he expresses; (i) reviewing at the end of an interview what things, or what im- 


portant things, C has said in the course of that interview © * 6, 9%, 155, 183, 288, 305, 327, 
328, 368, 369, 380, 383, 421). 


4. Going beyond mere reflection or restatement of C’s content or feeling, T 
may attempt to clarify C’s feelings more precisely. This may be done by such meth- 
ods as (a) focussing on certain aspects of C’s feelings; (b) rewording his statements so 
that he is induced to respond by calling a spade a spade; (c) concentrating on his 
underlying or unverbalized rather than his surface feelings; (d) expressing straight- 
forwardly feelings that C brings out hesitantly and vaguely; (e) concentrating on un- 
pleasant feelings which C tends to avoid or skip over; (f) being nonjudgmental and 
supportive so that C feels free to bring out some of his questionable or guilty feelings 
(78, 91, 126, 155, 163, 170, 212, 266, 327, 369) 

5. Ona still deeper interpretive level, T may attampt to explain to C the causes 
or origin of his problems and disturbances, and their connections or correlations with 
each other. This may be done through (a) showing C how two current events in his 
life may be connected; (b) labeling the cues or giving him verbalizations for certain 
things that cause him anxiety; or explaining to him why certain things upset him; 
(c) showing him that he actually has underlying motivations for certain acts which 
he considers senseless and unmotivated; (d) explaining to him the psychodynamics of 
certain symptoms, why they usually occur in many individuals other than himself; 
(e) pointing out the common factors in a series of his different experiences; (f) giving 
him intellectual guidance in understanding certain things; (g) showing him how his 
seemingly self-destructive acts actually have a purpose and often include neurotic 
gains; (h) helping him to see those elements in his conflicts and behavior which arouse 
anxiety and to face them through bringing them to light; (i) generally giving him 


explanations for the things which disturb him © ® ®, 71, 74, 98, 142, 18°, 191, 220, 274, 306, 310, 
351, 362, 364) 


6. One method of explaining C’s symptoms adequately is to interpret to him 
his defenses, resistances, role playing, and secondary gains “* 174, 204, 280), 

7. One of the best interpretative methods is to show C the common elements 
or patternings in the events of his life, and the correlations among those events. His 
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symptoms should be genetically traced, so that their origin is known and the sequence 
of events producing them is fully brought to light. His past or present traumatic ex- 
periences, in particular, should be related to other events in his life. T should scrutin- 
ize C’s material without bias in order to determine whether it is derived from one or 


another psychic system which has developed genetically in the course of his existence 
(il, 40, 60, 140, 166, 252, 258, 318, 320, 381, 390, 400). 


8. In correlating the important events of C’s life, in order to find the basic 
causes of his neurotic symptoms, it is most important to correlate his present and 
past feelings, to make the present understandable in terms of the past, to relate cur- 
rent events and symptoms to C’s primary relationships with his parents. The art of 
interpretation lies partly in conveying to C the present operation of concurrent but 


discrepant patterns of behavior which belong to different periods or positions in the 
time scale of his growth 71, 140, 141, 210, 286, 289, 319, 324, 331, 153, 409) | 


9. Deep interpretation involves making C’s unconscious thoughts, feelings, 
and behavior conscious. C is helped to distinguish between his stated expressions and 
his actual underlying feelings. He is led to dispense with the presenting screen of dis- 
tortions and misconceptions that he usually employs to hide his unconscious feelings. 
He is enabled to acquire insight into thoughts and feelings of which he is not at first 
aware. He is particularly helped to become conscious of hostilities, sex desires, guilts, 
and other embarrassing feelings which he does not wish to face and which he has con- 
sequently repressed from consciousness. He is made aware of his unconscious motives 
rather than merely his unconscious attitudes. He is shown that his actions are not as 


much under his conscious control as he normally supposes “ *° 6 71, 82, 152, 166, 204, 213, 
251, 254, 255, 291, 307, 319, 348, 355, 362, 364) 


10. Interpretation may include showing C the symbolic meaning of some of 


his thoughts and actions, getting him to understand the symbolic significance of his 
neurotic symptoms ‘8 87. 261, 409), 


11. Through interpretation, T may challenge C’s irrational thinking and help 


C learn to separate the reasonable from the unreasonable parts of himself. T may use 


rational persuasion and appeal to C’s intellect to surrender illogical ideas and be- 
havior “® 101, 381, 388) 


12. Interpretation may proceed by T’s reconstructing a picture of the past 
events in C’s life from other materials which C brings forth. Predictions as to what 
may have happened in the past may be made from analyzing current material; and, 
after these predictions are made, C may actually remember some past events more 
clearly (209, 252, 320). 

13. C’s self-defeating tendencies and his inner contradictions leading to in- 
evitable frustrations and paralyses may be especially analyzed and interpreted. His 
self-pitying tendencies and his ability to look for and to create his own problems may 
be ruthlessly revealed “ 28% 81), 

14. The compulsive character of certain of C’s personality trends may be re- 
vealed to him, and he may be shown how these trends are good and rational in some 
circumstances and self-harming in others @**®, 

15. C should be shown how most of his problems are, at bottom, difficulties in 


his interpersonal relations, and difficulties in which his own behavior plays a con- 
siderable part”. 


16. Through interpretation, C should be enabled to unlearn his older, mal- 
adaptive patterns of behavior and to learn newer, more adaptive ones “*). 


17. Interpretation may be done by T’s predicting what C is not saying, and 
thereby inducing C to open up in some important respects “*. 


18. T should sometimes persist in his interpretations, and not merely accept 
C’s denial at its face value. He should say to C something like ‘It’s hard to believe 
that you weren’t angry when that happened.” Or: ‘Many individuals would have 
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been afraid in that situation, how is it that you weren’t?” Or: “You might have been 
bothered more than you realized at the time’ “?. 


19. Interpretation may be done by the therapist’s reviewing the progress the 


client has made and by checking on his and the client’s changing concepts of the 
latter @°®), 


20. Interpretation should aim at uncovering specific explanations for C’s 
symptoms rather than vague generalizations °». 


21. In making interpretations, proper timing is quite important. Interpreta- 
tions that are prematurely made may arouse alarm or antagonism in C; those that are 
unduly delayed may come asan ineffective anticlimax. Interpretations that come just 
when C is ready for them, or about to come to them himself, may be best. If inter- 
pretations are timed so that they come at the right time for C to experience an ele- 


ment of eclat, of sudden insight, they may be most hepful ‘** % 9, 91, 101, 121, 145, 181, 
159, 220, 243, 252, 253, 258, 323) 


22. Interpretations should be made tactfully, cautiously, skillfully. They 
must be made in a way that C will grasp or understand. They should not be too in- 
tense or sharp to scare C and to reinforce rather than break through his resistances. 
They must be made in the light of C’s individual character structure, and of the time 
available to get him to understand them. They should not be made if it is clear that 
C cannot take or accept them; that they will be too threatening to his picture of 


himself. At times, they should not be too thoroughgoing or deep ‘* 4° 4» 100, 251, 296, 
396, 397, 410). 


23. Interpretations should often be made in a tentative, non-dogmatic manner, 
so the client may feel free to accept or reject them. T should not be afraid to make an 


interpretation that the client may reject, since C may later change his view and come 
to accept it 5 ®, 107, 224), 


24. Interpretations should be given in the kind of language or idiom that C 
understands “* 271. 881). [¢ should deal with concrete psychological realities of a given 
C and be specific to him and the various times of his life at which it is directed. In 


giving interpretations, T should frequently use such terms as “now,” “before,” and 
“at the age of . . .’” (251, 252), 


25. T should not hesitate, at times, to make interpretations of which he is not 
completely certain, as even incorrect interpretations, if the client has faith in them, 
may still be quite helpful “'*. 

26. T should follow C’s material from the surface to greater depths and his 
interpretations should be made on a plane an optimal distance from the surface—not 
too close or too far removed from C’s unconscious feelings®*"?. 


27. Interpretations need not only be put in direct form, but may be indirectly 
expressed in the forms of similes, allegories, facial expressions, gestures, etc. ‘*. 

28. Interpretations should not be rigidly made, in line with any orthodox 
theory of psychodynamics “°”?, 

29. In making interpretations, T may temporarily allow himself to become in- 
volved with C and to make his interpretations with affect, thus giving C an incentive 
to accept the interpretations“, 

30. Interpretations should not be overly-clever or forced. They should not at- 
tempt to explain all the client’s symptoms or behavior in an overly-neat, too-well- 
fitting manner”, 

31. Interpretations should not be too far-fetched; nor should they always em- 
phasize latent, unconscious meanings when more obvious, conscious meanings would 
offer just as good explanations for C’s behavior“. 

32. Interpretations should be ego-directed, to minimize C’s acting-out tend- 


encies and help him develop more successful and mature methods for discharging 
aggressiveness “®), 
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33. Interpretations should be made in such a manner as not to attribute C’s 
behavior to a single cause but to consider the multiplicity of causes which are prob- 
ably behind it “°, 

34. C may be led to make his own interpretations, by T’s questioning him 
about possible causes of his actions. Thus, T may ask: “‘in the light of what you have 
learned about your feelings toward your mother and father, what do you believe this 
kiss meant to you?” @5®), 

35. Interpretations may often be given briefly, without going into every de- 
tail >, 

36. Interpretations should be pretty direct, rather than roundabout ©. 

37. Interpretations need not be complete, as partial interpretations are most 
commonly effective rather than complete interpretations of the unconscious meaning 
of a phenomenon “°°, 

38. Interpretations should not merely center around C’s complaints, but should 
often be shifted to some of the other, more important material he presents“. 

39. It should be recognized that interpretations may be anti-supportive, and 
may be taken by C as criticisms of himself. 

40. Intepretations should often contain an element of discovery, of surprise “*, 

41. Interpretations should often be on quite a deep level “”®), 


42. Interpretations on a deep level are often too risky and dangerous. It is 
sometimes better to let sleeping dogs lie, particularly in the course of brief psycho- 
therapy. At times, too continuous and too penetrating analyses may tend to per- 
petuate the neurosis 737» 146, 274, 293, 381), 

43. Symbolic interpretations are often misleading and hazardous. T should 
not, without significant objective evidence, project the meaning that a sign or sym- 
bol has for him into C’s unconscious “°: $17), 


44. Interpretation is of limited value and in some instances may be distinctly 


harmful. It may induce C to abandon his attempts at self-exploration. It may put 
undue emphasis on intellectual rather than emotional or empathic elements of ther- 
apy. It may block true reflection of feeling. It may threaten C’s self-concept and 
result in defensive behavior. It may not lead to sufficient insight, or may produce 


insight that still does not lead C to change his behavior significantly @ + 5%. 102, 117, 
197, 271, 369, 421) 








CHAPTER NINE 





OTHER TECHNIQUES OF PSYCHOTHERAPY 


EcLECTICISM 


1. There is room in psychotherapy for many different techniques and effective 
therapists should have several different techniques at their disposal and be able to 
use them properly with different kinds of clients “* : 145, 156, 158, 170, 194, 275, 419) 


2. Particularly in view of the fact that each client is an individual in his own 
right, and that one therapeutic technique cannot be expected to work with many 


different kinds of individuals, eclecticism in psychotherapy is necessary(* *% 7 77 
124, 286, 306) 


3. The therapist should be a flexible individual and should be able to handle 


different clients differently, as well as the same client differently at various times “ 
166, 428) 


4. Experimentation in therapy is quite important, and the experimental spirit 
should be encouraged ® ™5), 


5. A multiplicity or combination of different therapeutic techniques may be 
used with the same client “° 22° 248), 


6. There is a danger of psychotherapists becoming grouped into dogmatic 
sects if they stick rigidly to a single technique. 


Ld 


7. Not all T’s are good for all C’s, especially when T’s use rigidly orthodox 
therapeutic techniques“. 

8. All therapeutic techniques have their limitations and cannot be used indis- 
criminately °°), 

9. The nature of the therapeutic relationship depends more on the expertness 
of the therapists than on their theory or method of therapy“. 

10. Flexibility of the therapist and eclecticism of therapy is especially impor- 
tant for short-term therapy “?. 

11. Psychotherapy is more an art than a science, and just as there are many 
styles in art so there should be many types of psychotherapy“. 

12. A given C may benefit equally well from many different therapeutic ap- 
proaches 8), 

13. If necessary, the therapist should be a little Machiavellian in his tactics, 
and choose the approach most suited for each individual case °™), 

14. There seems to be no therapeutic agent which cannot be successfully used 
to improve a client’s state of mind under certain circumstances “”?, 

15. A therapist should not go according to fixed character types or types of 
clients’ resistances, but should view each patient in his own light and treat him ac- 
cordingly (107, 373) 

16. Eclecticism in psychotherapy is to be avoided, because in any scientific 
situation the variables should be kept at a minimum “**), and because if one accepts 
the scientific precept that identical effects have common antecedents, then those 
interested in psychotherapy as a science should be working toward the goal of de- 
veloping a psychotherapy rather than a variety of psychotherapies“”™. 


CONSULTATION AND REFERRAL 


1. T may consult with another therapist or diagnostician about C’s case “ 
152, 416) 
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2. T should routinely submit C’s case to some of his colleagues, in seminar form, 
when he has seen C for 200 sessions or more ©: 2%), 


3. If one T is seeing the husband, wife, or other close relative or associate of 
C, and another T is seeing C, both T’s should confer “* 2®), 


4. Where T’s negative feelings (counter-transference) for C cannot be resolved, 
C should be referred to another T “*. 


5. When C, for any reason, is referred to another T, the transfer should be well- 
timed in relation to C’s needs, so that minimum harm will result °@* 297), 


MULTIPLE THERAPISTS 


1. In some instances it may be desirable or necessary to have C work with two 
therapists at the same time, both of whom may literally be in the same room with 
him as therapy is progressing ©” 9%. 160, 253, 404, 416), 


2. Where C is of a minority group, it may be well to have two therapists work- 
ing with him, one of whom is also of his minority group °™. 


ApJuncT TECHNIQUES 


1. Bibliotherapy may be used as an adjunct technique of psychotherapy. C 
may be asked to read, outside the sessions, special material which T has prepared; 
or he may be given certain books or pamphlets to read; or he may be encouraged to 
do general reading in the field of the psychodynamics of human behavior, and en- 
couraged to discuss some of the things he has read with T @** 42), 


2. Psychotherapy may be done through telephone conversations with C, Tele- 
phone sessions have the advantages of being able to catch C’s therapeutic urge at 
its maximum and of diluting the intensity of the client-therapist relationship to a 
level which C can endure better than face-to-face encounters with T “!), 


3. Writing may be employed as an adjunct therapeutic technique. Some of 
the ways in which it may be used are these: (a) C may be given a list of possible con- 
flicts which he is to check off if he thinks that he has any of them, and then this list is 
presented to C. (b) C may write out dialogues and stories for T to analyze. (c) T 
and C may conduct their actual interview in writing instead of talking, especially in 
those instances where one of them is handicapped by deafness. (d) T may take notes 
during the session and then have C take home these notes and comment upon and 
expand them. (e) C may keep a diary, or make notes in between sessions, or write 
down other material which T may go over during or between sessions. (f) C and T 


may write letters to each other, especially when they are living some distance from 
each other (63, 68, 82, 233, 270). 








CHAPTER TEN 





GENERAL CRITIQUE OF TECHNIQUES OF PSYCHOTHERAPY 


When the techniques of psychotherapy revealed iu this survey of the recent 
professional literature are examined in detail, the following relevant observations 
may be made: 

1. The number of different techniques of therapy now being advocated for use 
with ‘“‘neurotic,” “disturbed,” or ‘‘maladjusted”’ individuals is impressively large. 
In the present survey, some 42 different major techniques are listed; under these 
major headings there are 365 more specific methods of therapy; and under these more 
specific headings there are literally hundreds of still more specific sub-headings. Ob- 
viously, the modern psychotherapist’s armamentarium potentially includes a wide 
diversity of therapeutic methods. This is especially true in the light of the fact that 
the present listing does not pretend to be exhaustive, but deliberately ignores several 
commonly used techniques of psychotherapy, such as hypnosis, group therapy, psy- 
chotherapeutic art, etc. Moreover, all the techniques listed in this paper were found 
in the 1950-53 literature, which certainly cannot be expected to be exhaustive. In 
view of these limitations of the present listing, it can more than confidently be stated 
that any contemporary therapist who wishes to be openminded and non-sectarian 
has at his disposal literally scores of techniques, all of which have some degree of 
advocacy by other reputable therapists. 


2. Of the many psychotherapeutic techniques which are being enthusiastically 
endorsed today by some reputable therapists, there is virtually none which is not also 
sceptically viewed or seriously questioned by other therapists. Dogmatically affirm- 
ing and opposing statements are available, and are being augmented almost every 
day in the literature, concerning even the most widely used techniques. Such meth- 
ods, for example, as reassurance, free association, analysis of resistances, nondirective 
counseling, and interpreting classical transference reactions are, on the one hand, 
enthusiastically espoused—and, on the other hand, caustically condemned. Look- 
ing at this seemingly blatant contradictoriness from a dispassionate viewpoint, one 
is led to posit two alternate hypotheses: Either (a) both sides are partially right on 
most of the “contradictory” issues, because a given technique may be said to work 
well with one client or therapist while its opposite works with another; or (b) the pro- 
ponents of a given technique are largely right while those espousing its opposing 
technique are largely wrong. 

From the tone of the discussion in most instances concerned with these contra- 
dictions, and from the rationality of the reasons given by the proponents of both 
sides, the present writer obtains the impression that the first of these hypotheses is 
usually the more valid. That is to say: if one therapist insists that a certain tech- 
nique, such as the use of free association, is invaluable for effective psychotherapy 
and another therapist insists that it is usually a wasteful, inefficient technique, the 
chances are that both are right and both are wrong. The true fact, probably, is that 
this technique works very well with some clients—and very poorly with others; that 
some therapists employ it to good advantage—and that its use handicaps others; 
that given certain conditions of therapy (e.g., the client’s having plenty of time and 
money, good motivation for therapy, and the kind of an emotional disturbance that 
does not need immediate resolving or improvement), this given technique may work 
wonders— but that given certain other conditions of therapy(e.g., the client’s having 
to improve with a minimum expenditure of time and money), the technique will very 
likely be ineffective or even harmful. 

Many of the seemingly outright contradictions between the use of a given thera- 
peutic technique or its opposite are not necessarily as stark as they often sound. Both 
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sides often tend to over-generalize their contentions: to make them apply to all 
clients and all therapists at all times. If they stated their case more cautiously, much 
of the apparent contradictions might quickly disappear. 

3. There seems to be an increasingly frank avowal of eclecticism in the litera- 
ture. Whereas a decade or more ago several theoretical schools—such as the Freud- 
ian, neo-Freudian, and Rogerian schools—were rather dogmatic in their espousals of 
specialized, narrow techniques, and were quick to condemn the heresies of other 
groups of therapists, today there seems to be more of a tendency to acknowledge that 
flexibility of approach to the same and different clients is the one outstanding tech- 
nique that a good therapist should employ. Modern eclecticism especially takes the 
form of noting that there are normally many well-defined, wide-ranging differences 
among clients, therapists, therapeutic settings and conditions, motives of clients for 
coming to therapy, etc., and that these differences necessitate non-orthodox ap- 
proaches in many situations. Many therapists advocate a frank experimentalism in 
each case: with the therapist, partly by trial and error, determining what technique 
will work best at any given time for a particular client. Other therapists, while rarely 
changing their technique in midstream, routinely employ several techniques—such as 
relationship, supportive, directive, and interpretative therapy—rather than con- 
centrating on one exclusive or main technique. Still other therapists, such as some 
presumably orthodox nondirective or psychoanalytic practitioners, theoretically 
stick to one main method, but actually modify it so much in practice as to make it 
include important elements of several other methods. On the whole, strict ortho- 
doxy of any type seems to be decreasing and a more liberal heterodoxy is taking its 
place. 

4. Contemporary heterodoxy is not only being unconsciously practiced but is 
frequently being consciously preached. Some of the most highly respected Freud- 
ians, for example, such as Franz Alexander, Robert Knight and Gregory Zilboorg, 
are paying relatively little attention to free association, dream analysis, and the 
direct interpretation of unconscious motives, and are emphasizing less analytic tech- 
niques like reassurance, corrective emotional training, and helping the client work 
out his practical problems. Some of the most noted nondirectivists, like Carl Rog- 
ers, or the most orthodox Horneyites, like the late Karen Horney and Muriel Ivimey, 
have been writing about client-therapist relationships or transference reactions in 
almost Freudian terms. Although the members of each theoretical school tend to 
use the distinctive terminology of this school, what they are actually saying, when 
it is boiled down into simpler English, seems often to be much closer together than 
what they were saying several years ago. 

Therapists of many different theoretical orientations, in other words, recently 
seem to be learning, and learning the hard way, that some of their most vaunted 
techniques do not work too well or only work under certain limited conditions. They 
have consequently tended to move closer, in some respects, to therapists of different 
theoretical orientations, some of whose techniques work out better in practice; or 
else they have tended to espouse therapeutic techniques for which there is as yet little 
theoretical support but which actual practice has sustained. 


5. Modern heterodoxy has been particularly reinforced by a recent gaining of 
respectability by several previously despised therapeutic techniques, accompanied by 
a radical de-emphasis on several other previously highly touted methods of treat- 
ment. Several years ago, largely because of the influence of the psychoanalytic and 
nondirective schools, an overwhelming emphasis was given in the literature to ex- 
pressive-emotive, relationship, and insight-interpretative therapy. This emphasis 
has not recently decreased and has even possibly increased, especially as far as re- 
lationship therapy is concerned. At the same time, however, there has been an even 
greater increase in the recent emphasis on activity-directive and supportive therapy. 
Such methods of treatment as giving the client advice, reassurance, and information; 
or actively focussing on his current reality problems; or forcing him, through greater 
outside activity, to become fear-deconditioned; or setting distinct goals or values for 
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him to achieve through therapy—these supportive and directive techniques, fre- 
quently much despised in the literature, have lately gained a much wider advocacy. 
In consequence, a more even balance has been achieved among the various major 
techniques espoused; and the impression is gained that modern therapists are more 
freely and often employing several varying rather than a few specialized methods 
with their clients. It is not necessarily that they have abandoned the older approved 
therapeutic methods; but more that they have added some just as old, but newly ap- 
proved, techniques. 


6. On the whole, there currently seems to be, as compared to ten or twenty 
years ago, somewhat less emphasis on expressive-emotive and insight-interpretative 
techniques of therapy; as much or more emphasis on relationship therapy, and parti- 
cularly on the counter-transference aspects of relationship therapy; and distinctly 
more emphasis on activity-directive and supportive therapy. These changing trends 
in emphasis on different types of therapy seem to be highly correlated with the newer 
trends favoring ego psychology and away from instinct psychology. The feeling 
would seem to be, today, that since the client’s main problems lie in the area of his 
ego-strength, pride systems, or self-concept, rather than in his instinctual or id- 
super ego conflicts, and that since his basic problems are in the realm of his inter- 
personal relations with others, it is logical that therapy should include an emphasis 
on relationship, supportive, and activity-directive techniques. Whether this con- 
temporary therapeutic emphasis stems directly from the theories of ego psychology, 
or the latter more from the former, is not clear from a perusal of the literature. The 
impression is gained, however, that many of the writers who are now emphasizing 
ego-supportive techniques in psychotherapy are doing so not because they are follow- 
ing newer theoretical orientations but because they have often discovered, in actual 
practice, that the expressive-emotive and insight-interpretative methods of therapy 
often do not work unless they are accompanied by more ego-supportive techniques. 


7. There is considerable stress in the recent literature on the development of 
short-term techniques of therapy and on the client’s seeing the therapist only once 
or twice a week in a face to face relationship rather than four or five times a week on 
the couch. Here again the impression is gained, from reading many papers on the 
subject, that practical advantages rather than theoretical orientations have largely 
motivated the newer emphasis. Apparently, many modern therapists have found 
that ego-bolstering and facilitating interpersonal communication is abetted by the 
short-term, face-to-face technique; that this technique is most suited for the client’s 
pocketbook, the therapist’s schedule, and other practical considerations; and that 
various other efficiencies and conveniences accompany the newer technique. There 
is some tendency in the literature to identify the five-times-a-week client-on-the- 
couch technique with “psychoanalysis” and to identify the once-or-twice-a-week 
client-facing-therapist technique with ‘“‘psychotherapy.’’ More and more, however, 
this distinction seems to be breaking down, so that it is not entirely clear any longer 
what the difference between ‘‘psychoanalysis” and “intensive psychotherapy” actual- 
ly is. As long as therapy includes some manner of getting at the client’s unconscious 
motives, analyzing his resistances and defenses, and working through his transfer- 
ence reactions to the therapist, many writers call it “psychoanalysis” even though it 
may take place on a once-or-twice-a-week face-to-face basis. 


8. There is an increasing emphasis, in the recent literature, on collaboration 
between the therapist and the client. Whereas many of the older writers spoke as if 
therapy were a process in which the therapist looks down on the client from a some- 
what lofty height and does something to him in order to help him, many modern 
writers avoid this kind of emphasis and insist, instead, that therapy is best facilitated 
when client-therapist collaboration is at its strongest. Some writers go so far as to 
insist that the therapist, too, is really therapized by the relationship between himself 
and his client, and that the process of therapy is distinctly a two-way one. Others, 
while holding that therapy is largely for the sake of the client, also hold that his 
active collaboration with, and his democratic acceptance by the therapist is neces- 
sary for his maximum gain. Even writers favoring directive and supportive therapy 
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often now stress the collaborative elements in such therapy, or else emphasize the 
temporary nature of the direction or support until the time when the client may take 
his place as a true partner in therapy. 

9. There has recently been a considerable increase in the advocacy of setting 
positive goals and values for the client to achieve in therapy, and an even greater 
increase in the advocacy of directing the client to strive for specifically religious goals. 
Some of this increase in the literature is partly spurious, in that it stems from the 
fact that clergymen and other religionists recently have taken enthusiastically to 
pastoral counseling and have written many papers on the subject in Pastoral Psy- 
chology, the Journal of Pastoral Care and other professional publications. Aside from 
this, however, there seems to be little doubt that many non-clergymen, including 
some reputable psychoanalysts of Freudian leanings, have recently espoused en- 
couraging clients to adopt religious goals as part of the treatment process. This is in 
direct contradiction to most of the old therapeutic literature, especially the Freudian 
writings, which tended to be somewhat antireligious. 

Part of the explanation for this change may lie in the changed definition and 
concept of religion which is becoming more prevalent today. Modern writers, in- 
stead of conceiving religion in theological terms, frequently conceive it as a set of 
positive or moral values. Therapists, consequently, who advocate inculcating clients 
with religious tenets usually seem to mean aiding these clients to acquire a set of 
positive moral values. Since the term religion has so many theological and other 
connotations, using it in non-theological and other connotations is perhaps more 
confusing than enlightening. In any event, it can certainly be said that many more 
contemporary therapists than those of a decade or more ago seem to be espousing 
having their clients acquire positive ethical standards as part of their being thera- 
peutically helped. Whether this is a sign of our times or is a therapeutic technique 
which is likely to persist or gain in popularity remains to be seen. 

10. Although they are beyond the scope of the present paper, and are specifical- 
ly not included in it, it may be noted that a variety of adjunct techniques of psycho- 
therapy have recently been widely advocated in the professional literature. Thus, 
there has been more interest than previously in such treatment methods as hypnosis, 
narcosynthesis, group therapy, art therapy, and therapy in an institutional setting. 
Here again the trend seems to be quite heterodox rather than orthodox, with a 
healthy degree of experimentalism being employed to discover new techniques or 
better variations on older ones. The general philosophy seems to be that the ther- 
apist should legitimately employ any technique that will help to get the client better, 
no matter what orthodox theory may or may not have to say. 


SUMMARY 


Almost all the professional and scientific literature dealing with techniques of 
psychotherapy from 1950 to 1953 was read and analyzed to discover exactly which 
methods of treatment were advocated or attacked. All techniques thus discovered 
were categorized and listed under several major headings, including structuring, re- 
lationship, expressive-emotive, activity-directive, supportive, insight-interpretative, 
and other therapy methods. The main findings were: (a) An impressively large num- 
ber of different techniques of therapy are now being advocated for use with mal- 
adjusted individuals. (b) Many of the advocated techniques directly contradict 
other endorsed methods. (c) An increasingly frank avowal of eclecticism and hetero- 
doxy is evident. (d) There currently seems to be, as compared to ten or twenty 
years ago, less emphasis on expressive-emotive and insight-interpretative techniques; 
as much or more emphasis on relationship therapy; and distinctly more emphasis on 
activity-directive and supportive therapy. (e) Therapy done on a short-term, once- 
or-twice-a-week, face-to-face basis has become more popular. (f) Collaboration be- 
tween therapist and client is being increasingly stressed. (g) There has recently been 
a distinct increase in the advocacy of setting positive goals and values, including re- 
ligious ones, for the client to achieve in therapy. (h) A variety of adjunct techniques 
of psychotherapy have recently been widely advocated in the professional literature. 
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Last year Schofield °’) published in this journal his fifth annual analysis of re- 
search trends in clinical psychology based upon a sampling of the journal literattre. 
In order to obtain a stable basis on which to compare relative emphases in research 
activity he settled upon six journals: Journal of Clinical Psychology, Journal of Con- 
sulting Psychology, Journal of Abnormal and Social Psychology, Journal of Applied 
Psychology, Journal of General Psychology, and Journal of Psychology. For his pur- 
pose he utilized a definition of the research area which included any ‘“‘systematic in- 
vestigation of a specifically described group of subjects and the derivation of norma- 
tive or comparative data from psychometrics, case histories, or therapeutic inter- 
views; or analysis of administration, scoring, and interpretation of a given instru- 
ment.’’ @7, Pp. 245) Tn each of his reviews he has attempted to convey the basic picture 
of how clinicians are expending their research energies. By means of tabular analyses 
of the articles, he has demonstrated a surprising degree of stability in the relative 
frequency of reports in different research areas (see Table 2). The rise and fall of the 
popularity of studies on, say, the efficiency of various methods of scoring tests, on 
the W-B Deterioration Index and patterns of subtest scores, or on the detection of 
malingering can be traced through his tables. He has also pointed up new trends or 
areas receiving little or no attention by clinicians. Similarly, he has noted deficiencies 
in research design or statistical inference, such as the proclivity of some clinicians for 
studying groups of abnormals without reference to control groups, for generalizing 
on limited sampling, or for interpreting measures of central tendency without re- 
course to error terms. All of these features of clinical research have been highlighted 
through these articles for the guidance and edification of future researchers. 

For the present analysis, Schofield’s definitions, sampling procedures and tabu- 
lar outline have been applied without modification. However, there is evidence that 
suggests that this particular group of psychological journals does not represent at 
this time the main outlets for research publication in this field. This problem will be 
taken up in subsequent reviews, but it can be noted at this time that less than 10% 
of the articles in the Journal of Applied Psychology and a little over 25% of the mater- 
ial in the Journal of General Psychology met the definition of clinical research, while 
82% of the Journal of Clinical Psychology and 93% of the Journal of Consulting 
Psychology did so. 

Similarly, some bias in this sample as an index of the current research activities 
of clinical psychologists enters from the selection imposed by the editorial boards. 
To the extent to which they strive for balance in the material included in their jour- 
nals, to that extent we would expect greater stability in research emphases over the 
years. Another important bias is the current trend for writers of papers to seek pub- 
lication of their material through book form. Hathaway and Monachesi“, Rogers 
and Dymond), and Snyder“ have collected and published original research pa- 
pers (sometimes with reprints of earlier material) in an effort to circumvent the pub- 
lication lag in the journals. 

Listed in Table 1 are the areas of research represented in this sample for 1954. 
For the same categories, the findings for 1953 are listed for comparison. As can be 
seen in Table 2 the relative emphases have been quite stable for the last three years, 
the rank order correlation between 1953 and 1954 of .778 being about as high as the 
two previous periods. 

Schofield’s categories were used for this analysis to furnish a direct comparison 
between the last two years. However, the number of articles placed in the miscellan- 
eous category this time suggests that there are important trends which are not ade- 
quately represented in the previous scheme. These articles fall into three groups. A 
significant number of papers appeared on perceptual studies of various abnormal 
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Tasiz 1. DisTRIBuTIon or 282 Researcu Srupres Reportep IN Six SELECTED JOURNALS IN 1954, 
By AREAS OF RESEARCH REPRESENTED, WITH COMPARATIVE Data FOR 1953 = 








No. of % of % of 1953 Rank 
Area Studies Total Total 1953 


Validity (projective techniques) 
Intertest relationships 
Normative study (personality) 

Validity (structured pumediiey tests) 
Normative study (intelligence) 

Validity (prognostic indicators) 

New tests (projective) 

Physiological studies 

Objective evaluation of therapy 

Test standardization 

Normative study (projective techniques) 
Analysis of recorded interviews 

Validity (W-B diagnostic patterns) 

Validity of psychiatric diagnosis 

New tests (intelligence) 

Experimental studies of anxiety 

Normative study (structured personality tests) 
Abbreviated intelligence tests 

Detection of malingering 

Miscellaneous 
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groups. The methods do not involve standardized test materials, but rather are an 
extension to clinical populations of the standard experimental procedures for per- 
ceptual research. This is a promising line of study. For example, Parker® in a 
comparison of a standard projective device (Bender-Gestalt) and an exploratory 
series of tactual-kinesthetic tasks in identifying brain-injured patients found that 
the non-visual perceptual material was significantly more differentiating. 

A second important group of papers placed in the miscellaneous category was a 
series of factor-analytic studies of behavioral observations and ratings. There are 
serious limitations inherent in this method, since the patient is shifted out of the role 
of respondent (as in tests or interviews) into the role of stimulus. The basis for gen- 
eralization is thereby limited to the judging behavior of clinicians. However, the 
studies can make important contributions to criterion analysis as has been the case 
in military and industrial research. 

Thirdly, psychologists have rather self-consciously begun analysis of the pro- 
fessional behavior of clinicians. Gough®) was able to demonstrate quantitatively 
the difficulty clinicians encounter in using general notions about behavior patterns 
of abnormal subjects to predict specific patterns of response to verbal test items. 
Such studies as those of Kostlan “®), Soskin “) or Robinson and Cohen “>? dealt with 
the complex problems of the information received, the errors imposed by the judges, 
and the subsequent decisions of psychologists working with case history and test 
material. Garfield et al‘) analyzed the problems of communicating these decisions 
and conclusions through psychological reports. All of this effort demonstrates that 
professional activity which is closely tied to scientific procedures may not necessar- 
ily be free from error but does contain built-in corrective mechanisms. 

The rise in the absolute number of research articles listed in Table 1 does not 
seem to be a reflectoin of anything more than a greater number of papers being pub- 
lished. Schofield °”) found 186 research studies out of a possible 393 items, or a little 
over 47%; this year 51% met the arbitrary criteria (282 studies out of 552 articles). 
Editors are now requesting briefer, more succinct reports. Some research meets this 
requirement more easily and it is perhaps no surprise to find a sudden rise in studies 
dealing with intertest relationships. In many ways this area of study furnishes the 
backbone for the practicing clinician’s efforts; he must know how his instruments 
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relate to one another. Factor-analytic studies, battery composition and homogen- 
eity, evidence for the generality and specificity of response measures, test refinement 
against other tests—all these furnish crucial data for him. For example, Rubin- 
Rabson °*) sought for consistency in the use of the non-committal replies to tests 
and opinionnaires, finding the trait related mainly to personality variables. This is in 
line with clinical interpretations (as opposed to validational interpretations) of the 
Cannot Say scores of the MMPI, and with Guilford’s® findings on an “indecision” 
score from three of his batteries which showed an average inter-battery correlation 
of .80 although, contrary to his expectations, they were apparently unrelated to 
rated proficiency of industrial foremen. 

Two other developments showing appreciable increases during 1954 which could 
have been anticipated but which are less promising appear in the categories of test 
standardization and new projective tests. One of these trends is the increased out- 
put of hastily constructed personality scales. In a recent survey of the literature, 
George 8S. Welsh and the author“) found over 100 scales available on the MMPI 
alone. Most of these were developed by so-called rational methods and have obvious 
limitations in clinical application. The large majority need much more work before 
they can be used in routine practice. Such a trend is shown in the attention the Tay- 
lor Manifest Anxiety Scale is currently receiving. As Lauterbach’s“® early efforts 
suggested, the scale is now being found to relate only moderately to clinical ratings 
and to correlate very highly with existing standard scales and to be very sensitive 
to defensiveness in the K-scale sense (cf. Brackbilil and Little“). Such scale-building 
activity continues unabated, although it is clear that there are distinct limits to the 
amount of information that can be used in clinical assessment by a human integrator. 
The addition of variable upon variable soon reaches these bounds. Much more prom- 
ising lines of study deal with patterns of scores amongst well-established personality 
scales. For example, by this means Peterson“) was able to identify an appreciable 
number of VA cases who could not get along on outpatient therapy alone. It is also 
cheering to find clinicians turning from the preoccupation with new scale construc- 
tion or perennial re-validation against fallible criteria, and using instead their scales 
to help in designing studies of personality processes and functioning. In this regard 
the pioneering work of the Iowa group with the Taylor scale is being carried forward 
by many others using their variables as well as well-known MMPI variables (cf. 
Eriksen “?). 

The pattern of growth of new projective devices merits similar and more stren- 
uous protest. The preoccupation with the quaint or the ‘‘off-beat”’ in stimulus mat- 
erials has continued as well as the introduction of unnecessary modifications which 
defeat efforts to gain comparability in research, making it impossible to replicate 
studies and to establish bases for generalization. Much of this work is being done 
with little regard to the minimal standards recommended for test devices by the 
APA Committee on Test Standards®. Some of these changes in stimulus material, 
however, are necessary steps to introduce greater structuring in order to sample the 
desired traits. Ambiguous materials have often proved to be sampling attitudes, 
feelings, etc., so remote from the criteria or so resistant to exact specification as to be 
useless as a basis for analysis. Two more studies this year, Light “”) and Armstrong 
) both lend further support to this finding. In both studies, evidence is offered 
that in testing children, TAT-like materials with human figures are superior to those 
with animal scenes or figures in eliciting adequate amounts of clinical material, con- 
trary to the earlier speculations of child clinicians. In this same line, Briggs“) modi- 


Tas_e 2. RanK-OrDER CORRELATIONS BETWEEN CONSECUTIVE YEARS FOR THE FREQUENCIES OF 
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fied the TAT materials for work with Navy personnel and Sommer!) continued 
work on a P-F test for Negroes. 

In contrast to this work on projective devices, the effort to modernize the old 
Healy Picture Completion Test, Form II, by Schwerin and Fitzwater® is a laud- 
able attempt to keep some of our useful but timeworn instruments sufficiently con- 
temporary to maintain their utility. This work includes sufficient comparison with 
the original material to provide a basis to judge its comparability and to enable cur- 
rent psychologists to profit from the work of earlier clinicians. 

For the sixth straight year, research on the validity of projective techniques 
has topped the list of research areas. This is as it should be. Perhaps only in regard 
to claims for the efficacy of psychotherapy have workers in the field of mental health 
performed a bigger job of overselling a product. It is going to take years of hard 
work to clarify the area and separate the conjectured from the confirmed, the sup- 
posed from the supported, and the fantasied from the well-founded. For example, 
after all the elaborate work on the achievement motive by McClelland et al® it is 
disappointing to see that Parrish and Rethlingshafer®? could not separate two 
groups, which were very carefully matched for college entrance scores but differed 
markedly in college grade point average, on any of the variables in the McClelland 
system even though they found fair reliability in the scoring. The work of Mussen 
and Naylor clarified some of the difficulties encountered in directly interpreting 
hostility or aggression in the TAT as necessarily reflecting similar expression in ap- 
propriate real life situations. By taking into account fear of punishment in combina- 
tion with need aggression, they were able to improve the correspondence of TAT in- 
terpretation with ratings of overt aggression of the inmates of a boys’ home by their 
attendants. 

Holtzman and Sells“*? gained the cooperation of a large number of clinicians in 
judging likelihood of personality upset and consequent elimination of cadets from an 
air training program. They used modifications of several popular projective devices 
(Rorschach, sentence completion, Szondi, DAP, etc.) and analyzed the results of 
the clinicians’ judgments on single tests and on the composite battery. There was 
evidence that the clinicians were troubled to some extent by their unfamiliarity with 
the criterion, but it seems sufficiently similar to other stress conditions encountered 
by patients in other walks of life to warrant more significant results if the judgments 
(or the tests) had any validity. Clinicians are certainly making similar judgments 
on similar behavioral samples where the criteria are much more ambiguous or greatly 
distorted by social judgments. One certainly is led to believe that the absence of the 
direct behavioral observations usually considered as incidental to the testing and the 
lack of the usual cues from age, sex, and prior history in these homogeneous groups, 
may have been crucial in the failure of judgments based on the projective measures 
to stand up when used by some of our leading clinicians. 

Similar care was taken in regard to the clarification of the criterion in Newton’s 
study °° of the Rorschach in a VA setting. He prepared a seven-step scale for judging 
the degree of maladjustment revealed in case history summaries. Ten psychiatrists 
were able to achieve a reliability of .91 in placing 50 cases along this scale. As a second 
precaution, in order to be sure that the psychologists who were to judge the adjust- 
ment from total Rorschach protocols were talking the same language as the psychia- 
trists, ten psychologists made the same judgments on the case history material. 
Semantic agreement of a high order was demonstrated by the reliability coefficient 
of .94 and the correlation with the psychiatrists’ judgments of .86. Although the 
psychologists were not able to show the same level of agreement amongst themselves 
on the Rorschach judgments along a seven-point scale of adjustment (.73), they were 
sufficiently agreed to test the validity of the Rorschach scale. In the light of the care 
of preparation of the variables, it is particularly disappointing to find the Rorschach 
relationships with the psychiatrists’ judgments (.09), the psychologists’ judgments 
(.20), and with a five-class diagnostic placement (.23) all not significantly different 
from zero. It has been one of the most vociferous claims of adherents of the Ror- 
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schach that even though a few specific details of the Rorschach conceptual nexus may 
undergo modification, amendation or even elimination, that judgments on the proto- 
col as a whole are the most accurate ways of identifying severe pathology, separating 
neurotics from borderline psychotics, etc. The evidence submitted here is all the 
more disturbing because the usual barriers of interprofessional communication were 
removed and the test could not separate normals from the most severely disturbed, 
hospitalized patients. 

In the cult and laborious research area of the processes of group psycho- 
therapy, Talland and Clark “*) seem to have found a useful proximate criterion in 
the opinions of patients involved in group work concerning the utility of various 
topics taken up in the analytically oriented sessions. It is dubious to equate patients’ 
opinions of efficacy with actual contribution as measured by the ultimate criteria of 
outcome, but evidence of the latter sort will be so long in coming because of the multi- 
tude of complications which beset the researcher in this area that some use should 
be made of these judgments. These workers were rather careful about this distinc- 
tion but the method does not seem to support the statement that “the finding that 
the topics judged as disturbing by a patient matched closely the list of items he had 
found helpful, confirms a basic tenet of psychotherapy.” “. P. 136), 

Allison and Allison® in their study of pre- and post-lobotomy personality 
status demonstrated the difficulty in executing carefully matched control studies 
by the fact that they ended up with only eight pairs when all of their criteria were 
applied. The precautions they used seemed excellent, however, and the accumula- 
tion of such studies can eventually amass sufficient bases for definitive conclusions. 

There was little work this year directed at the problems of the validity of our 
most popular proximate criteria: psychiatric diagnoses. However, Hunt et al“. 
published further material on the overall usefulness of psychiatric judgments in 
minimizing the number of misfits in the armed services. General expectations from 
civilian behavior seem to carry over directly into military situations and the hope 
that ‘‘the Army will make a man of him’ does not appear well-founded. 

Less comfort in the dependability of standard psychiatric notions of prognosis 
of psychotic disorders is given in the elaborate and expensive follow-up study re- 
ported by Schofield e¢ al@®), A graduate social worker was sent out to trace 240 
patients hospitalized at least five years before for schizophrenia in a university hos- 
pital psychiatric service. She was able to find an amazingly high proportion of them 
(210) and to establish their course since leaving the hospital. Against these criteria,a 
long list of mental status and personal history items were evaluated as a basis for pre- 
diction of outcome. Only a sobering few of the commonly accepted prognostic in- 
dices could be depended upon to identify the nearly 30% of the cases who had suc- 
ceeded in getting along during that period with little or no difficulty. It is only by 
this sort of concerted effort of a well-integrated research team that we will be able to 
find stable bases for guidance in treatment and disposition; no one clinician can ex- 
pect to gather such detailed knowledge of a sufficient number of patients in his pro- 
fessional lifetime to be able to set up his own standards. 
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THE SCAR ON THE H-T-P TREE 
JOSEPH LYONS 
Winter VA Hospital, Topeka, Kansas 


PROBLEM 


In his original journal article on the H-T-P, Buck “: »- 5) hypothesized concern- 
ing the Tree drawing that “a tortuous and twisted trunk, broken branches, scars, 
etc., ... are often found to represent events in the subject’s past which he regards as 
painfully traumatic.”” As an example, he presented a case study in which the subject 
had spontaneously drawn two scars. ‘On questioning . . . it was found that for the 
patient the scar near the trunk’s base stood for the death of a playmate when Mr. N 
was four; the scar farther up the trunk symbolized psychic trauma sustained at life 
age 15 by Mr. N. at the death of his brother’ “: ». **), Further references to this in- 
teresting hypothesis in the growing literature on the H-T-P test are surprisingly few, 
although it would seem that we have here the rare case of an easily testable proposi- 
tion concerning some quantifiable aspect of a projective instrument. Buck®) does 
refer in his manual to a “‘psychoneurotic female” who drew a knothole on her tree 
and on questioning interpreted it as referring to an attempted suicide. Hammer, in a 
summary article on the role of the H-T-P in the prognostic battery, extended the 
interpretation of a scarred trunk to ‘‘an impression of deep psychopathology”’ ® ». 872), 
In a recent study of a verbal analogue of the H-T-P Test, Diamond “? has considered 
explicit reference to scarring of the tree as strongly suggestive of castration anxiety, 
rather than of traumata specifically localized in time. 

The only reported study designed to investigate the scar-trauma hypothesis has 
been that of Levine and Galanter“. They obtained drawings from 27 amputee vet- 
erans, planning to use the known date of the amputation as the objectively verifi- 
able trauma in each case. Unfortunately, only 7 of their S’s spontaneously produced 
scars, so that the best they could do was compute a rank-order correlation. The re- 
sulting rho of .73 they call ‘a broad approximation,” since none of the scars were 
located within two years of the age that would be predicted by the hypothesis. These 
rather disappointing results point up some of the problems that reside in the pre- 
sumably straightforward hypothesis concerning the scar on the H-T-P tree. Ideally, 
all one need to do, in order to put this hypothesis to test, is to collect a large number 
of subjects who draw scars on their trees, compute the ratios Scar Height /Tree 
Height and Trauma Age/Present Age for each subject, and obtain a correlation be- 
tween the ratios as a measure of the relationship. However, two groups of questions 
are pertinent to this procedure: (1) The question of criteria for determining the date 
and nature of the trauma. Is the trauma only that which seems traumatic to an out- 
side observer, or shall one take the word of the subject himself? If the latter, does this 
not assume that the subject is always completely willing and able to remember and 
describe the traumatic event as such? (2) The question of comparability of units. 
What units shall be used to measure the proportionate height of the scar on the tree 
and the proportionate date of the trauma in the life span? Have wea right to assume, 
for example, that each year of life is experienced as equal to every other year, or that 
one half the height of the tree subjectively represents one half the objective life span? 

The central problem, as in the case of most hypotheses derived from the clinical 
use of projective tests, seems to be one of criteria. If one had some trustworthy and 
completely independent criterion by which to define the trauma and then to locate 
it in the subjective life span of the subject, one could use this datum as validation 
for at least this aspect of the H-T-P rationale; although in all likelihood the avail- 
ability of such a criterion would obviate the use of the H-T-P for revealing data con- 
cerning traumatic events. This is not to say that the use of the H-T-P, or any other 
projective instrument, must await validating criteria this precise, for certainly many 
other kinds and degrees of validation are presently available. But it should be em- 
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phasized that there is only one good test of the scar-trauma hypothesis, a test that 
Levine and Galanter apparently attempted to approximate by using an objectively 
verifiable trauma. Short of this, one can only proceed on the assumption that either 
clear evidence against a hypothesis or suggestive evidence in support of it may be 
useful prior to validation studies. These qualifications imply that the results of the 
present study are to be considered as exploratory at best. 


MerTHop 


The Tree-Scar Experiment. Since the frequency of spontaneous scars is too 
small to enable one to accumulate a large N for study (in the writer’s experience the 
incidence is about 5% in adults and no greater than 10% in children), it was decided 
to induce subjects to put a scar on the tree. The procedure adopted was to admin- 
ister the H-T-P in the usual way but to ask at one time all the interrogation questions 
concerning a single drawing. Following the questions about the Tree drawing, the 
subject was given a pencil and instructed: “‘Now let’s suppose that lightning hit this 
tree some time in the past. Take the pencil and mark an X at the point where the 
lightning would have struck.” It is the writer’s practice to begin the test battery 
with the H-T-P and to conclude it with a questionnaire which contains, among some 
twenty other questions, the following: ““What is the worst single thing that ever hap- 
pened to you in your whole life? When did it happen?” The two bits of information 
from each subject, the induced scar on the tree and the localization of the trauma in 
the life span, are thus obtained under two different sets that are separated by at least 
an hour of testing. Subjects used in the study were simply the last 50 persons whom 
the writer has tested in the course of his professional duties. They were all adults, 
with an age range from 17 to 61, and were distributed, by sex and source, as indicated 
in Table 1. Diagnostic categories ranged from ‘‘normal’’ to grossly psychotic. It was 


Tas_e 1. DistripuTion or Supsects, By Sourck AND Sex, FOR THE TREE-ScAR 
EXPERIMENT. 








Source Male Female Total 


Referral from psychiatrist 13 10 23 
= pe for VA employment 3 0 
NP out-patient 5 1 6 
NP hospital patient 18 0 18 








Total 39 11 50 














felt that there was no reason for assuming a priori that any particular category of 
subjects would weight the results in any one direction; for this reason it seemed 
reasonable to test the hypothesis in the simplest manner, using subjects as they were 
routinely available. 

For each subject there was computed: (a) the height of the tree in millimeters, 
from the lowest to the highest point where a mark was made on the paper (HT); (2) 
the height of the scar in millimeters, measured from the lowest point of the tree to the 
middle of the X (SC); (3) the age in years at which the subject locates the trauma 
(TR); and (4) the subject’s age, to nearest birthday, at the time of testing (CA). Two 
ratios were then computed for each subject, SC/HT and TR/CA. In the 3 cases in 
which the top of the tree was cut off by the top edge of the paper, only that part of 
the tree shown on the paper was included in the measurement HT. In the 7 instances 
in which a subject spontaneously mentioned more than one “worst’’ event in his life, 
the one mentioned first was always used. 


The Line Experiment. Two additional kinds of data were secured in order to 
make comparisons with the SC/HT ratios of the Tree-Scar Experiment. The first 
was obtained in a situation that was made as neutral as possible. A vertical line 7 
inches in length was mimeographed on a sheet of white paper. The writer presented 
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this line individually to the first 50 co-workers (secretaries, professional colleagues, 
etc.) that he met, with the following request: ‘‘Please draw a horizontal line across 
this vertical line.”” Results were secured from 20 men and 30 women. For each sub- 
ject the height at which the horizontal] line crossed the vertical line was computed 
and expressed as a percentage of 7 inches, so that it was comparable to the ratio 
SC/HT in the Tree-Scar experiment. 


The Tree-X Experiment. The second kind of comparison data was secured in a 
similar manner from a completely different group of 50 co-workers (in this case 27 
men and 23 women) by presenting each one with a sheet of white paper on which had 
been mimeographed a drawing of a tree 7 inches in height. Subjects were asked: 
“Please mark an X on this tree.”” No subject was used in this experiment who, as far 
as the writer knew, had any knowledge of the H-T-P test. The height of the X on the 
tree was measured and expressed as a percentage of the total tree height. 


The Best-Thing Experiment. For the last 21 subjects of the original Tree-Scar 
experiment the writer introduced an additional item into the questionnaire. This 
question was: ‘‘What is the best single thing that ever happened to you in your whole 
life? When did it happen?” For these 21 subjects, who were all male, there was thus 
available the age at which the “best’’ event was localized (BT) and the ratio BT/CA, 
for comparison with both SC /HT and TR/CA. 


RESULTS 


The chief item of interest in the results is the product-moment correlation be- 
tween the ratios SC/HT and TR/CA in the Tree-Scar experiment. This turns out 
to be .54, which is significant at better than the 1% level of confidence. A two-tailed 
t-test gives a t of 4.46, with df of 48, which is also significant at better than the 1% 
level; the ¢ value in this instance expresses the stability of the relationship denoted 
by the correlation. Product-moment correlations between the ratios SC/HT and 
BT/CA and the ratios TR/CA and BT/CA are both .10, which is not significant. 
This may be interpreted to mean that a significant relationship has been shown to 
exist between the subjects’ placing of a scar on the tree and their localization of a 
trauma (or worst event) in their lives; but that the relationship is negligible between 
the location of the scar and their localization of a non-traumatic event in their lives, 
or between the localization of the traumatic and non-traumatic events. 

The relevant data for comparison of the Line and Tree-X experiments with the 
Tree-Scar experiment are given in Table 2. Our interest here is in whether the ratio 


TABLE 2. MEANS AND SiaMas OF Group Ratios IN THE THREE EXPERIMENTS. 








Tree-Scar Line Tree-X 


Exper. Exper. 
SC/HT TR/CA 





Mean 62 71 66 71 
Sigma 24.7 23.3 14.1 16.8 








SC /HT differs significantly from the ratios obtained in the other two experiments. 
Since a comparison of means would be meaningless, the variances were compared, 
using Bartlett’s test for homogeneity of variance“: »- 5), For the comparison be- 
tween SC /HT and the Line experiment, the chi-square value is 14.670, and for SC / 
HT vs the Tree-X experiment it is 7.119, both significant at better than the 1% level 
of confidence. The chi-square value for TR/CA vs the Line experiment is 11.920, 
significant at better than 1%, and for TR/CA vs. the Tree-X experiment it is 5.195, 
significant at better than the 5% level. Since the variances differ significantly, the 
hypothesis may be rejected that the obtained ratios in the three experiments are 
random samplings from a common population. These data serve to add confirmatory 
weight to the significant correlation obtained between the scar on the tree (SC /HT) 
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and the life-trauma (TR/CA). They show that the results of the Tree-Scar experi- 
ment differ significantly from those of the Line or the Tree-X experiments, which are 
similar but ‘‘neutral’ situations. It may be concluded, on the basis of these findings, 
that the location of the induced scars in the T'ree-Scar experiment is not simply the 
result of the random factors presumably operative in a neutral task but is the product 
as well of the individual significance assigned to the tree and the lightning symbol 
by each subject. 

For each subject the differences (SC /HT - TR/CA) between the two ratios of 
the Tree-Scar experiment was also obtained. Rank ordering of these difference scores, 
in order to determine whether subjects with high differences were in any way dis- 
tinguishable from those with low differences, was productive of only one interesting 
finding. Of the 10 largest difference scores, 9 are in the minus direction. This is to 
say that, in 9 of these 10 cases, the scar was located fairly low on the tree and the 
trauma was given as fairly recent. Variables that appear to bear no relationship to 
the size of the difference scores are: sex, absolute size of the tree, chronological age, 
or diagnosis. 

Only two of the 50 subjects in the Tree-Scar experiment spontaneously drew 
scars on their tree. One subject drew a tree with an obviously broken limb and, in the 
course of the interrogation (given, of course, before the “induction” of the scar), 
identified this as a dead limb because “‘the wind broke it off.”” When he was asked to 
mark an X at the place where lightning would have struck, he put it on the site of the 
broken limb. In his case the ratio SC /HT was 136/251, or 54, and the ratioTR/CA 
was 22/31, or 71, with a difference score of -17. The second of these two subjects 
was extremely interesting. His tree consisted of a straight trunk with four short, un- 
adorned limbs projecting either straight out from it or pointing slightly downward; 
above this and in striking contrast was an excellently drawn top with abundant 
foliage. In the interrogation the subject, who had suffered an attack of polio at CA 
8.5 which left him with some residual impairment in one leg, referred to the tree as 


‘no good—a bad drawing,” which he explained as follows: ‘‘Oh, I drew a bushy tree 


on top with bare, dead limbs on the bottom.” Of some clinical interest is the fact 


that this man, who came to an out-patient clinic for evaluation of and help for his 
recurrent, severe anxiety attacks, denied otherwise that his impairment bothered 
him in any way. The “induced” scar in this case was located at a point 84 mm. up 
on the tree, although the center of the ‘‘dead limb” area was at a height of 55 mm.; 
the former was used in calculating the ratios. The ratio SC/HT was 84/145, or 58, 
and TR/CA was 8.5/31, or 27, with a difference score of +31. 


SUMMARY 


Fifty subjects were asked to put a scar on their H-T-P trees and also to report 
the worst event of their lives; twenty-one of these subjects were also asked for the 
best event of their lives. Correlation between relative height of the scar on the tree 
and relative age of worst event was .54 (significant at 1% level). Correlation between 
scar location and best event was .10 (not significant). Distribution of locations of 
induced scars was also shown to differ significantly from results of two other similar 
but “neutral” tasks including drawing a horizontal line across a vertical line, and 
marking an otherwise unidentified drawing of a tree. 
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THE PROGNOSTIC VALUE OF THE BENDER-GESTALT, H-T-P, TAT, 
AND SENTENCE COMPLETION TEST! 


RICHARD C. COWDEN, HERDIS L. DEABLER, AND J. HARRY FEAMSTER 
Veterans Administration Hospital, Gulfport, Mississippi 


PROBLEM 


The Psychology Service has been administering a battery of tests“ to nearly 
all patients shortly after admission to this hospital. The battery includes the follow- 
ing tests and are administered in the order given. 

Bender-Gestalt test 
House-Tree-Person (achromatic) “) 
House-Tree-Person (chromatic) “) 
Self-Concept Drawing “ 

Opposite Sex Person Drawing ©) 
Sentence Completion Test‘ 

Modified Thematic - "ame Test ® 
Repeat Bender-Gestalt 


The information most desired at admission has been data that would aid in 
diagnosis and determination of treatment. As a check on this battery and with the 
hope of finding certain prognostic signs, a discharge testing program was initiated, 
the main issues of which were the following: 

1. Does testing of a patient judged by the hospital staff to be clinically im- 
proved and ready for discharge show a significant change from the test performance 
on admission? The theory involved in the testing procedure and its use in processing 
of psychiatric cases would demand that a change be evident if there is real improve- 
ment“). It is felt necessary to establish the presence or lack of change in a definite 
quantitative manner. 


2. Is the test battery a valid and reliable predictor of adjustment by the 
patient outside the hospital? 


METHOD 


The admission screening battery was re-administered to fifty-eight patients 
chosen in the order in which they were staffed with no selective factor operating on 
the part of the experimenters. Upon completion of the testing and after an interval 
of ninety days, the essential follow-up data that was to be used as a criterion was 
provided by Social Service. This data included statement of re-admission if such oc- 
curred, type of adjustment outside the hospital, and length of time out of the hospi- 
tal. A period of ninety days outside the hospital was selected as the criterion for 
placing them in the experimental (discharge) group or control (remain in the hospital) 
group. After ninety days the patient was considered discharged. 

On the basis of this information the patients were divided into two groups, 
making an N of 29 in each group. This was according to prearranged design and was 
justified since our original criterion was established as the ability to remain outside 
of the hospital for at least ninety days rather than staff judgment itself. 

The test data were presented to four judges.? To rule out any factor other than 
the actual test performance, such as personal information, extraneous historical and 
recorded material, etc., all the tests were coded and presented in separate pairs. That 
is, their productions on the retesting were compared with their earlier testing. No 
other information concerning the patient or his tests was available to the judge. 
Each judge was asked to evaluate the two tests in each pair, designating which was 
the better, which the poorer, or if no judgment of this kind were possible, designating 


1From Veterans Administration Hospital, Gulfport, Mississippi. 


__ ?The authors wish to express their appreciation to psychologists J. F. Byrne, J. H. Feamster, J. G. 
Gilbert, and W. Dunn for serving as judges. 
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that no difference was discernible. In discharge cases, it was assumed that there 
should be a discernible difference between discharge and admission testing produc- 
tions. If a judge selected as better the discharge production, his selection was re- 
garded as a correct one. If he selected the admission testing as the better, then his 
selection was regarded as an incorrect one; or it would carry the implication that the 
patient became worse during his hospitalization, such patients obviously not being 
suitable for discharge. If a judgment of no difference were made, it could be assumed 
that the patient did not improve as a result of his hospitalization and would con- 
sequently not be considered for discharge. 

Upon completion of the ratings of each test by the four judges, the total number 
of correct judgments were summed for the control and experimental groups on each 
test. Chi-square was then obtained on each test with the number of control patients 
see peony being compared with the number of experimental patients judged 
correctly. 

In the crucial part of the study where prediction of adjustment outside the 
hospital was required, the individual tests were reassembled in their former battery 
arrangement and submitted anonymously to five different judges.* The judges were 
informed which set of tests was taken first (admission battery) and which later. They 
were instructed to determine whether the tests were done by a patient in the ex- 
perimental group (discharge) or in the control group. This was an attempt to deter- 
mine whether these judges were able to select or differentiate, on the basis of the 
complete battery of tests, patients who were ready for discharge from those who were 
not ready for discharge. 


RESULTS 


Table 1 shows the tests, the chi-square corrected for continuity, and the proba- 
bility value. It is obvious from the results that some tests are far more valuable than 
others in differentiating the two groups and thus indicating improvement. The 
Friedman procedure “) for a non-parametric analysis of variance for correlated data 
was used to determine the difference between the judges. The chi-square of 2.47 with 


TABLE 1. PROBABILITY VALUES OF TESTS IN REVEALING 
IMPROVEMENT OF NEUROPSYCHIATRIC PATIENTS 








Test 


3 





Bender-Gestalt 
HTP 


HTPC 

Self-Concept Drawing 
Opposite Sex Drawing 
Sentence Completion 
TAT 


—_ 


— 


SESSSSSE 


Repeat Bender-Gestalt 











TABLE 2. PeRcENT OF CORRECT JUDGMENTS OF READINESS FOR DISCHARGE 








Judge 
Group 1 > 2 s&s. § Average 


Experimental 65 | 44 | 51 | 24 47 














Control 70 | 77 | 73 | 83 76 
Combined 68 | 61 | 63 62 























’Dr. H. L. Deabler served as the fifth judge. 
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three degrees of freedom resulted in a P-value greater than .30. There were no sig- 
nificant differences between the judges on their rating ability in this part of the study. 

The results dealing with the prediction of discharge on the basis of the complete 
battery are presented in Table 2. 


DIscussIOoN 


The discrepancy between the HTP (P .01) and Self-Concept (P .35) may 
possibly be explained in terms of conscious awareness. In any drawing of a person, 
the figure drawn is intimately connected to the self-image. The drawer refers to 
himself and all the images of other persons that impinge on him. However, in the 
process of an illness, the patient is primarily ego-oriented and will call upon his self- 
image to provide the structure of his person drawing. The unconscious becomes 
overt if not fully conscious. With improvement other defenses are set to operating 
that act as repressors on the ego-oriented behavior displayed when ill. A more con- 
scious effort is made and the patient succeeds in denying the unconscious open dis- 
play of projections, introjections, etc., that distorted the admission drawings. An 
improvement in self-attitude is not necessarily the cause of the test improvement but 
rather the repression or dissolution of the self-concern. He does not perceive the 
HTP as a mirror of himself and thus does not arouse the anxiety connected with 
any self-observation. The self-concept drawing, however, confronts the patient with 
a stimulus that is unavoidable and obvious. It forces this introspection and thus 
arouses the anxiety formerly connected with the self and since repressed. It is the 
anxiety that is called forth by the test demands that creates the disturbance in per- 
formance. The HTP, being more subtle than the Self-Concept, does not arouse this 
degree of anxiety. This suggests that the function of the hospital appears to be one 
of alleviating anxiety, creation of adequate defenses and the resultant increase of ego 
control. It appears that little improvement is made in terms of self-image or insight, 
for such changes require prolonged, intensive psychotherapy on an individual basis. 
It would be interesting to check this interpretation by testing a group of patients be- 
fore and after intensive psychotherapy on the Self-Concept test. 

The difference in the performance on the first and second Bender tests is ex- 
tremely interesting and indicates the facility with which this test is influenced by 
immediate (almost situational) stress. Both the control and experimental groups 
had a greater number of patients showing improvement on the first Bender-Gestalt 
than on the second. However, the second Bender (P .02), although total number of 
improvements decreased, showed a higher differentiating ability than the first Bend- 
er (P .10). This appears to be a statistical artifact but closer examination indicates 
what may be occurring. With the organics, it reveals the fatigue effect; with the other 
control patients, it indicates the inability to withstand the mild but prolonged stress 
of taking tests for two hours. Both groups responded in a similar manner to the be- 
ginning of the testing. However, due to the stress of testing and increased anxiety 
over their performance, the control patients showed a marked deficit in functioning 
after two hours, whereas the experimental group showed a higher level of frustration 
tolerance and relatively less deficit as a result of the stress of testing. 

The improvement shown on the chromatic HTP (P .05) may be explained on 
the basis of the color response to other projective techniques“. The response to 
color is comparable to affective experience. An extreme use of color in a bizarre, un- 
common manner appears indicative of a passive individual who permits the en- 
vironment to control him and thus is liable to respond in an exaggerated manner to 
an affective stimulus. The opposite extreme of using only one color or morbid color 
shows a paucity of emotionality and perhaps a fear of his own feelings. In both cases 
there is inappropriate affect; in one there is passivity to the affect while the other 
rigidly controls and denies his affect. The results obtained indicate that the test re- 
veals such and is discriminable at a significant level. 

The Sentence Completion Test was found to be one of the best tests (P .01) for 
differentiating the two groups. Unlike the HTP, it is not a measure of personality 
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structure and is less disguised. It is more under the immediate control of the subject 
and can be iaanipulated by a sophisticated individual. However, it is a projective 
test and deals with attitudes, feelings, specific reactions to certain situations and 
people, wishes, and fears. When compared with the HTP or other structural-type 
tests it can reveal very basic conflicts between his real feelings and self-imposed ex- 
pectations. This test was expected to have a high correlation with discharge in that 
it presents to the examiner the overt type of adjustment the patient has made, simi- 
lar to the clinical picture presented to the case psychiatrist. In other words, it is a 
measure of social adjustment and provides information regarding the content of the 
subject’s thoughts and feelings rather than an analysis of personality structure. 

The TAT is similar to the Sentence Completion Test in that it reveals the needs 
and presses impinging on the patient and the manner in which he handles these 
stresses. So it is on the second testing for discharge we look for the alleviation of 
certain stresses or, if they are maintained, a new means of handling them, a new and 
better defense mechanism. That the TAT is capable of reflecting the above is in- 
dicated by its ability to differentiate the control and discharged patients at a sig- 
nificant level (P .05). 

The second part of this study deals with the judge’s ability to predict which 
patients are ready for discharge solely on the basis of the complete screening battery. 
Table 2 shows that they were much better at determining patients who should re- 
main in the hospital than they were at designating those who were ready for dis- 
charge. Evidently, their training in looking for pathological indices such as de- 
velops out of interest in diagnosis at time of admission results in their becoming overly 
conscious of the pathognomonic. Their judgments, in other words, tended to reflect 
a tendency to look more for pathological indices than for positive adjustive indices. 

Another interpretation of Table 2 is that the discharge testing data is not sig- 
nificantly different from the admission data and does not enable one to arrive at a 
conclusion of readiness for discharge. Actually the tests do reflect improvement 
but the judges are unable to use this information to predict discharge. This becomes 
obvious when Tables 1 and 2 are compared. 

This may be a function of the judge’s inability to select those test elements that 
are indicative of change. It is admitted that the discharge tests do contain many 
negative signs; however, a comparison of patient’s productions with the productions 
of normal people will indicate that good performance is not a prerequisite for social 
adjustment outside a hospital. In any test protocol one will find many pathological 
indices, yet the person may function quite adequately. This being so, we may be 
justified in expecting any judgment based on arbitrary, preconceived, conjured 
ae to err in the direction of stressing the presence of these signs as indicating 
illness. 

The real judgment perhaps should be a relative one; that is, we know a patient’s 
productions upon admission to the hospital and consider them pathological because 
he is sick. We do not say he is sick because of his productions. But when we test a 
man upon discharge (and he remains out of the hospital enough to meet a criterion 
of improvement), and then can differentiate this testing from his admission testing, 
the tests certainly do reflect a change. In the judgments in the second part of this 
study, the arbitrary signs were used rather than any relative comparison of pre and 
post testing. It is the relative improvement that should be used. 

The above may well be summarized with the statement that the inability of 
the judges to predict adjustment (despite being able to differentiate good and bad 
test performance) is due to the fact that we have no idea what is ‘normal perform- 
ance” on this battery of tests. That the tests do reflect change is shown in the results 
of the first part of this study. 


SUMMARY 


Fifty-eight patients were reexamined with eight different tests in an attempt to 
predict adjustment outside the hospital. Four judges were asked to determine im- 
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provement on the tests and then to predict discharge. Five of the tests are valid 
indicators of improvement in a patient. The task of the judges was deliberately 
made more difficult than experimental rigor called for. The results are felt to be free 
of any extraneous influence and are a reflection of the tests’ ability to reflect changes 
that have occurred as a result of hospitalization. In regard to the judge’s ability to 
use this information to predict discharge, the results show that the judges were bet- 
ter able to select patients of the control or continued hospitalization group than 
those judged by the staff to be ready for discharge. They tended to stress the path- 
ological signs rather than the positive adjustive indices. 
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VALIDITY OF SHORT FORMS OF THE WECHSLER INTELLIGENCE 
SCALE FOR CHILDREN (WISC)* 


JEROME M. YALOWITZ! AND RENATE GERBOTH ARMSTRONG 
East Moline State Hospital, Illinois 


PROBLEM 


In many child guidance clinics psychodiagnostic tests must include both intelli- 
gence and projective techniques, and since time is limited due to case load pressure, 
an abbreviated form of the WISC could be helpful. Although various studies have 
been published regarding the validity and use of abbreviated forms of the Wechsler- 
Bellevue Intelligence Scale for adults, which were reviewed by Herring®, Hunt “ 
and Hilden and Taylor“), only one report on short forms of the WISC has appeared 
in the literature. Carleton and Stacey“ utilizing WISC records of 365 children re- 
ferred to the Syracuse State School as possible mental defectives, evaluated twenty- 
one short form combinations of subtests. Correlations for their sample “‘. . . con- 
sidered to be typical of the population of children who have come to the attention of 
social agencies as possible mental defectives’ ranged from .64 to .88. 

The purpose of this study is to explore the possibility of obtaining a valid abbre- 
viated form of the WISC for use on an intellectually heterogeneous population of 
children referred for numerous reasons to a child guidance clinic, but for whom an 
estimate of intelligence is necessary in the majority of cases. 


*The authors wish to thank staff members of the Rock Island County Child Guidance Conference 
and Esther F. Yalowitz for their cooperation. 
1Now at Peoria State Hospital, Illinois. 
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é PROUEDURE 


For several years, psychologists from the East Moline State Hospital have 
participated in the psychological evaluation of children referred to the Rock Island 
County Child Guidance Conference for a variety of problems, such as behavior or 
personality problems, mental evaluation, school retardation or difficulty in learning, 
possibility of organic involvement, etc. 229 children were evaluated intellectually 
between 1950 and 1952 with the WISC. Test data were obtained from the files of 
these children, the greater majority of whom were given a full scale WISC in each 
case. Approximately half the children were referred for personality problems and the 
other half for intelligence or school problems. Only six cases were known to have 
organic brain damage prior to diagnosis at the clinic. Their ages ranged from 5 years, 
2 months to 15 years, 11 months, with a mean age of 10 years, 5 months. 

The mean IQ’s of the three WISC scales in the present sample (Verbal Scale 
95.32, 8. D. 15.71, Performance Scale 98.84, S. D. 26.76, Full Scale 96.26, 8. D. 
18.34), are only slightly lower than 100, which Wechsler“ has set as the mean for 
each age group. Only the standard deviation on the Performance Scale diverges from 
Wechsler’s 8. D. of 15, possibly because of the wide scatter found on Performance 
subtests of emotionally disturbed and organically impaired children. The Full Scale 
I.Q.’s ranged from 51 to 143, while the subtest weighted scores ranged from 20 to 0. 

In order to study correlations of subtest combinations with the Full Scale IQ, 
mean deviations, disregarding algebraic signs were found for each subtest, excluding 
Mazes. Ranking of the obtained mean deviations according to Scale revealed that 
Vocabulary (V), Information (I), and Similarities (S), respectively, were lowest for 
the Verbal Scale, while Picture Arrangement (PA), Object Assembly (OA), and 
Block Designs (BD), were lowest for the Performance Scale. Wechsler, in his re- 
liability study of the WISC subtests, found the above subtests to have the highest 
reliability. These also ranked highest in his intertest correlations. 


TaBLE 1. Comprnations oF SHort Forms or tHE WISC, tTHEm means, 8. D.’s, CORRELATIONS, 
AVERAGE DEVIATION IN IQ BETWEEN FULL SCALE AND SHort ForMs, AND CRITICAL RATIOS OBTAINED 
FROM 229 CHILDREN REFERRED TO CHILD GUIDANCE CLINIC. 








Corr. with Av. Dev. in IQ 
Combination Mean IQ 8. D. Mean FS IQ | from mean FS IQ 


(1) I-S-V-PA-BD 98. 26 17.24 55 4.86 
(2) I-A-V-PA-BD 94.99 19.55 -61 4.71 
(3) I-V-BD-PA 90.49 23.45 57 5.50 

















*Significant at .10 level 
**Significant at .50 level 
***Significant at .60 level 


RESULTS 


Utilizing the IQ’s obtained from the sample for each of the three combinations 
listed in Table 1, Pearson product-moment correlations were computed between the 
present sample’s mean Full Scale IQ and the IQ’s obtained for each combination. 
Thus, the correlation for combination (1) was established at .55, for combination (2) 
at .61, and for combination (3) at .57. The average deviation from the mean Full 
Scale IQ for (1) was 4.86 IQ points, for (2), 4.71 points and for (3), 5.50 points. Al- 
though the table shows that the means do not differ significantly, the relatively low 
correlations found in this study between the short forms and the WISC Full Scale 
lead the writers to conclude that intelligence quotients obtained from the above short 
form combinations cannot be considered valid when applied to an intellectually 
heterogeneous group of children referred to a child guidance clinic. This is contrary 
to studies reported on the Wechsler-Bellevue, where the majority of studies correlate 
above .80 for different groups, although Patterson“ found a plus or minus 20 IQ 
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point variance between short forms and. full scale IQ’s. Present-results may in part 
be due to the wide subtest scater so frequently found on tests of emotionally dis- 
turbed children who are functioning ou a lowered intellectual level. The average 
range of scatter of weighted subtest scores in the present sample was found to be 7.4 
points. Thus, one child obtained a weighted score of 20 on Coding and a weighted 
score of 3 on Arithmetic, whereas another child’s subtest scores ranged only 3 points. 

The present results, therefore, cast doubt on Carleton’s and Stacey’s “‘. . . op- 
timism concerning the feasibility of utilizing short forms for preliminary screening of 
groups of children” when applied to an intellectually heterogeneous, yet selective 
population as is found in the files of a child guidance clinic. Carleton and Stacey’s 
higher correlations appear to be a function of the intellectual homogeneity of their 
sample. This may also be the case in most of the studies of short forms of the Wech- 
sler, whose samples included specifically such categories as psychotics, neurotics, 
defective, and “normals.” The present population was composed of children in all 
of the above categories. Higher correlations on the Wechsler-Bellevue short forms 
may also result from the higher subtest intercorrelations on this test as compared 
with the WISC. Future studies of short forms of the WISC should first be done on a 
less selective and more normal or representative population, on which the test was 
standardized. 


SUMMARY 


The present study was designed to explore the possibility of obtaining a valid 
short form of the WISC to be used on an intellectually heterogeneous population of 
children referred to a child guidance clinic. 229 WISC records supplied the source 
from which three short form combinations were derived. Correlations with the mean 
Full Scale IQ were .55, .57, and .61. Because of the low correlations, the present 
combinations are considered to be invalid as an instrument for measuring the in- 
telligence of a heterogeneous population of children at a child guidance clinic. Present 


results, when compared with short forms of the Wechsler-Bellevue, may be a function 
of the wide subtest scatter found in WISC records of emotionally disturbed children, 
or a function of the lower subtest intercorrelations on the WISC than on the W-B. 
Future studies of short forms of the WISC should utilize a more representative 
population such as was used in the standardization of the test. 
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SOME RELATIONSHIPS BETWEEN PROJECTIVE TEST 
BEHAVIOR AND PERCEPTION 


NOEL JENKIN 


Harvard University! 


PROBLEM 


In perceptual experiments, a kind of behavior often found but seldom quantita- 
tively studied, consists of fantastic and sometimes bizarre interpretations of the 
stimulus material which are reported prior to the objectively correct solution. The 
present investigation opened with the question: Can some systematic way be found 
of relating behavior of this kind both to perceptual theory and to the diagnostic 
principles underlying certain projective tests? Currently there is in psychology an 
effort to clarify the theoretical basis and improve the diagnostic efficiency of pro- 
cedures which study personality through the perceptual process. The majority of 
the work in this field has been characterized by a limiting tendency in that only 
certain narrow aspects of the problem have been singled out for treatment. While 
this policy is in the best experimental tradition and shows the merit of good control, 
it tends to lose sight of the whole person. The present study aims at a more global 
type of assessment of personality through the use of projective techniques, and the 
relating of this to perceptual behavior of the kind described above. 


Tue Pitot Stupy 


By means of a projector, ambiguous picture material was shown at progressively 
increasing levels of illumination to seven subjects. Each subject was asked to report 
what he saw on each exposure of several seconds duration, and to guess about the 
significance of what he saw if he were not sure of its character. His responses were 
recorded verbatim. From the resulting protocols, a system of scoring was developed 
which classified the responses both in regard to their projective character and with 
respect to their sequence. Projective responses were defined as interpretations of 
the stimuli which would be recognized as false when the latter were shown at full 
intensity. Two classes of such responses were distinguished, one in which the subject 
seemed sure of the objective reality of his interpretation, the other in which he made 
his interpretation in a tentative manner. An attempt was thus made to discriminate 
these in the scoring, the former type being labelled “projection” and the latter 
“rationalization”. No necessary correspondence with the psychoanalytic usage of 
these terms is implied. 

A third type of response was called ‘‘fixation.”’ If, in the course of a series of ex- 
posures of one slide, a subject repeated at a higher stage of illumination an interpre- 
tation which had been previously given, this was scored as a “‘fixation’’ response. A 
fourth type of response was denoted “‘destructurization.” Two main criteria de- 
ter mined the inclusion of a response in this class. The first requirement was that the 
report should state or imply clearly that nothing meaningful was seen, other than 
vague shapes, differentiation of light and shade, or forms described by geometrical 
allusion. The second requirement was that there should have been on the previous 
exposure a report mentioning a particular object of meaningful character. 

A battery of personality tests was also given during the pilot study, including 
the Rorschach test and the Rosenzweig Picture-Frustration Study. It was expected 
that consistencies in performance would be maintained from the perceptual situation 
to the personality test situations, and that insofar as the Rorschach and Picture- 
Frustration tests yield descriptions of the deeper-lying levels of personality, it would 
be possible to isolate syndromes of personality characteristics which were reflected 
also in the perceptual functioning. 


1The work reported here was carried out while the author was at Canterbury University College, 
New Zealand. ! : 
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Analysis of the data revealed relations between the perceptual behavior and the 
test scores which were consistent with these general predictions, which served then 
as the hypotheses to be tested by the main experiment. 


METHOD 


Two projectors were used, one casting the stimulus image and the other provid- 
ing a veiling glare. These were coupled, through a potentiometer, to a tapped trans- 
former and the AC supply. The tapped transformer provided a means of maintaining 
a constant input voltage and the potentiometer enabled the voltage on the image 
projector to be increased as the voltage on the veiling glare projector was reciprocally 
decreased. This system enabled the subjects individually to be shown a series of 
slides at various degrees of illumination. 

The stimulus material consisted of ten pictures, four of which were colored and 
six achromatic. These were prepared by photographing a selection of magazine clip- 
pings. Several of them presented a well-structured appearance at high illuminations 
and some were ambiguous even at the highest stage of illumination used during the 
experiment. All slides presented an ambiguous appearance at low illuminations. The 
content of the pictures was very varied, and included both human and non-human 
objects. 

The subject was instructed as follows: ‘“Now I want you to watch the screen, 
and when I say ‘ready’ I will make something appear on it for several seconds, and 
afterwards I want you to tell me everything you saw and what you think it might 
be—and—f the significance of what you saw isn’t clear to you, I should be interested 
to hear any guesses you make as to what it might be. After your first observation, we 
will repeat the same procedure a number of times. Each time I want you to report 
every impression you have and your belief or guess as to what it is that you see.” 

Each exposure was made for ten seconds before taking down a verbatim ac- 
count of the subject’s report and presenting the next exposure at the next step of il- 
lumination. A total of 120 reports was obtained from each of the subjects, for the 
set of ten slides. The perceptual test was carried out in four separate sessions for 
each subject. Full details of the apparatus and the method have been reported else- 
where ®?, 

A total of 23 subjects was used in the main experiment, twelve men and eleven 
women. The ages ranged from 18 to 43. All subjects were given the Rorschach and 
the Rosenzweig Picture-Frustration tests. A clinical interview was also conducted 
with each of them. 


RESULTS AND DiscussION 


The scores from the various tests were intercorrelated by means of the Spearman 
Rank-Difference method, and the significance of the coefficients was assessed by the 
“?’ test suggested by Kendall ®?. 

The results are shown in Table 1. The extreme right-hand column is headed Pro- 
jection /Rationalization. It appeared that a better measure of the function repre- 
sented by a person’s projection responses was obtained from this ratio, which com- 
pensates for “productivity,” rather than from the simple sum of such responses. The 
latter set of scores was also correlated separately, however, and the results are in- 
cluded in the table. 

It is evident from Table 1 that the personality test scores which are the most im- 
portant for this investigation are Rorschach W%, M%, H+Hd%, W:M, and Rosen- 
zweig P-F Group Conformity Rating (GCR), Extrapunitiveness (FE), Intropunitive- 
ness(I), Impunitiveness (M), Ego-Defensiveness (E-D), and Need-Persistence (N-P). 
All of these are related to one or more of the perceptual test scores by coefficients of 
an order of significance of at least .03, and several of them are significant at above 
the .01 level. 

The data of Table 1 may be examined from two aspects. Personality-wise, they 
suggest that the various modes of perceptual behavior tend to be accompanied by 
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TaBLe 1. Vatvurs oF Roo OBTAINED BETWEEN Types OF PERCEPTUAL RESPONSE AND SELECTED 
RSONALITY MEASURES 








Destructuri- Perceptual Test Rationali- Projection/ 
Factors zation Fixation Projection zation Rationalization 





Perceptual Test 
Fixation 2 
Projection pee 
Rationalization -.01 
Projection/ 

Rationalization 





Rorschach 
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H + Hd% 
Ww-M 
Ww+M 
M-SumC 
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Rosenzweig P - F 
GCR 
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O-D 
E-D 
N-P 
E+I 








*P<.05 
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groups of more general characteristics. Insofar as we can apply some commonly- 
accepted interpretations of Rorschach scores when the latter are used in the present 
way, it would appear, for example, that proneness to make a high Projection score is 
accompanied by a “‘desirable” pattern of traits. Rationalization, on the other hand, 
is related to features which suggest immaturity of the personality. 

From the aspect of the perceptual process, the data are similarly instructive. 
Examination of the protocols showed that the responses scored as “‘projections”’ were 
made quickly and spontaneously, and with evidence of accompanying vivid imagery. 
In contrast, ‘‘rationalizations’’ were usually more slowly formed, and it seemed that 
the responses came only after some effort by the subject. This suggests that there are 
individual differences in the facility with which imagery is assimilated to the sensory 
basis of the percept, and moreover, that these differences are related to and possibly 
accounted for by different kinds of personality disposition. In terms of the theory of 
Bruner and Postman“ it may be suggested that those who re prolific in their “pro- 
jection” responses are swift and efficient in executing the “hypothesis-information- 
confirmation” cycle; it seems probable from the present data that they also tend to be 
mature and well-adjusted personalities. 

The data concerning fixation and destructurization responses also invite specula- 
tion concerning the relevance of some features of personality to the understanding of 
perceptual phenomena. While only a short step has been taken into an unexplored 
area, the present evidence seems to provide not only a source of hypotheses for future 
work, but also a demonstration of the usefulness of the technique outlined for study- 
ing the perceptual process, the personality, and relationships between them. 
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SUMMARY AND CONCLUSIONS 


An experiment was conducted in which ambiguous picture material was ex- 
posed to subjects at different levels of illumination by the low intensity, veiling-glare 
technique. 

The resulting responses were classified into four categories, named projection, 
rationalization, fixation, and destructurization. The former two served to distinguish 
certain types of “projective” response, and the latter took account of certain sequen- 
tial features. The scores from the perceptual test were correlated with certain per- 
sonality measures which were selected on the basis of information furnished by a pre- 
liminary investigation. The results indicated that some well-defined differences in 
perceptual functioning tend to accompany particular constellations of personality 
characteristics. 
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SOCIAL CLASS AND DURATION OF PSYCHOTHERAPY* 
STANLEY D. IMBER, EARL H. NASH, JR. AND ANTHONY R. STONE 
Johns Hopkins University School of Medicine 


PROBLEM 


The relationship between a patient’s social class and the duration of his psychia- 
tric treatment has received considerable recent attention: * * 45 7, It has been 
observed that a patient’s social class is a major determinant of his acceptance for 
treatment, assignment to psychotherapy, and the duration of his therapeutic con- 
tact. Therapists seemed to prefer patients of higher social class even when fees were 
held constant (e. g., in a community clinic) so a purely economic explanation seemed 
inadequate. Differences in expectancies and difficulties in communication between 
therapist and patient as a consequence of their different class memberships seemed 
more important“: 2. 5), 

Therapists studied in previous work have been at various levels of skill and 
training, from medical students to senior staff members. Patients, however, tended 
to be assigned and treated differently on the basis of social class, lower class members 
most often being assigned to the least experienced therapists who treated them for 
relatively brief periods of time® ®). It seems plausible, therefore, that the generally 
early termination of treatment of these patients might have been a result of the 
therapists’ inexperience as well as a function of social class factors. 

The purpose of the present study is to determine whether the postulated relation- 
ship between class position and duration of treatment is tenable when (1) the ex- 
perience and training level of therapists is held constant and is beyond a minimum 
level, (2) selection of patients by therapists is eliminated, and (3) therapists and 
patients are under administrative pressure to remain in psychotherapeutic contact. 


*This study is part of a larger research project sponsored by the U. 8. P. H. S. under grant M-532 
(C-2), titled “A Study of Attributes of Psychiatric Out Patients Determining their Responsiveness to 
Group and Individual Psychotherapy,” Jerome D. Frank, M. D., Responsible Investigator. The 
authors wish to acknowledge the suggestions and counsel of Lester H. Gliedman, M. D. and Dr. Frank 
in the preparation of this paper. 
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PROCEDURE 


The source of patients was the Out Patient Department of the Henry Phipps 
Psychiatric Clinic, Johns Hopkins Hospital, a training institution and community 
clinic offering an analytically oriented form of psychotherapy. Patient fees are based 
on ability to pay and patients in higher income brackets are not accepted for treat- 
ment. 

All patients between the age of 18 and 55 years were included in the study ex- 
cept those with organic brain disease, anti-social character disorder, alcoholism, 
overt psychosis, or mental deficiency. Sixty patients were assigned at random by the 
research staff to either a) individual psychotherapy, in which patients were seen for 
at least one hour a week, or b) group psychotherapy, in which patients were seen in 
groups of five to eight for about one and a half hours a week. 

The therapists were three senior resident members of the Phipps House Staff 
with equivalent experience and training in supervised individual and group therapy. 
Each therapist was assigned at least six patients in each of the two types of therapy 
described above, and none of the therapists had any choice in the patients assigned 
him. Since patients who discontinued treatment very early could not be used in the 
major research study, a senior staff member encouraged therapists to keep patients 
in therapy for at least six months unless it was clear that they had achieved maxi- 
mum benefit earlier. Patients were similarly encouraged by the therapists and the 
research staff to continue psychotherapeutic contact for at least six months. 

A social class rating was determined for each patient by applying Warner’s In- 
dex of Status Characteristics, which is based on four independently rated criteria: 
occupation, source of income, house type, and dwelling area“, Five social class 
equivalents can be arrived at by use of this method: (1) Upper Class, (2) Upper 
— Class, (3) Lower Middle Class, (4) Upper Lower Class, and (5) Lower Lower 

ass. 
RESULTS 


The five Warner class categories apparently are similar to the five classes ob- 
tained from Hollingshead’s Index of Social Position, which was applied in comparable 
investigations at the Yale University Psychiatric Out Patient Clinic™. Although 
the populations at the two clinics show some discrepancy in distribution within 
classes (there are fewer Phipps patients in the Upper Middle and Lower Lower 


TaBLe 1. Distrusution By Socrat Ciass oF Purprps AND YALE PoPpuLaTIoNs* 








Phipps Yale 
Social Class No. Per Cent ’ Per Cent 








Upper (I) 0 0.0 0.0 
U. Middle (IT) 1 1. ’ 

30.0 37.7 
L. Middle (ITT) 17 28.3 : 28.4 


U. Lower (IV) 34 56.7 ‘ 39.3 
70.0 62.3 


L. Lower (V) 8 13.3 23.0 


Total 60 | 100.0 100.0 


























*The Yale per cent distribution is reported by Schaffer and Myers in Psychiatry, 
1954, 17, p. 86. 


1Unmarried patients with annual incomes of over 4000 dollars and married patients with incomes 
of over 5000 dollars (plus 1000 dollars for each child) are referred elsewhere. 

*Warner et al. suggest that any one of the four criteria can be eliminated if necessary, and the re- 
maining ratings made and weighted before the final conversion. In the present study, ratings for dwell- 
ing area were not available and consequently not used in the computations. 
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categories), if we collapse the sub-groupings and combine the two Middle Classes 
and also the two Lower Classes, the populations are very similar. Table 1 indicates 
that 70 per cent of the Phipps and 62 per cent of the Yale patients were in the Lower 
Class while 30 per cent of the Phipps and 38 per cent of the Yale population fell in the 
Middle Class. This similarity of samples is to be expected since the two clinics per- 
form parallel community functions and have analogous professional structures. 
Table 2 indicates the relationship between class position and number of thera- 
peutic interviews for the Phipps population.’ Forty-three percent of Lower Class 


TaBLeE 2. DuistRrpuTIoN or Patients By Soctat Ciass* AND NUMBER OF 
THERAPEUTIC INTERVIEWS 








Number of Lower Class Middle Class 
Interviews 





No. Per Cent No. Per Cent 
0 to 4 18 42.9 2 11.1 





5 or more 24 57.1 16 88.9 





Total 42 100.0 18 100.0 























X? = 4.38 p<.05 
*Because there was only one patient representative of the Upper Middle Class 
in the <> e that category was combined with the Lower Middle group for 
urposes of statistical convenience. Likewise, the Upper Lower and Lower 
ower groups were combined. 


patients had no more than four psychotherapy interviews and 57 per cent remained 
in treatment beyond this point. In contrast, only 11 per cent of Middle Class patients 
were terminated or dropped out of therapy by the end of the fourth interview and 
89 per cent remained. The probability for the chi-square computed for these data 
is better than the .05 level. 

The average number of interviews for Lower Class patients was 11.6 and for 
Middle Class patients, 16.4. One-third of the Middle Class patients are still in treat- 
ment as of the date of this report, as contrasted with one-eighth of the Lower Class 
patients. The final difference in average attendance of the two groups, therefore, 
probably will be even greater. 

There appears then to be a tendency for the Middle Class patient to be retained 
in treatment longer than the Lower Class patient.‘ A further bit of evidence in this 
direction is that of the six patients who never returned for a therapeutic interview 
(after the initial screening), five were members of the Lower Class. In addition, 56 
per cent of Middle Class patients remained in treatment beyond the twentieth inter- 
view while only 29 per cent of the Lower Class stayed this long. 


Discussion 


Previous research at the Yale Clinic has demonstrated a relationship between 
social position and length of psychotherapy. When therapists at various levels of 
training and experience were available, Lower Class patients, who received relatively 
brief treatment, were assigned most often to therapists at the lowest level (usually 
medical, social work, or psychology students). Thus, the brevity of treatment might 
have been due to lack of therapeutic sophistication of the therapists as well as to 
social class factors. 

In this study class position had marked effect on duration of treatment although 
all therapists were equally experienced and beyond the minimum level. This suggests 


All patients were interviewed on two separate occasions for screening purposes before being 
assigned to a therapist. The data reported, however, refer only to formal psychotherapy interviews. 

‘A comparison of the patients of each therapist separately indicated that the relationship held 
consistently. All three therapists tended to treat Middle Class patients longer. 
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that differences in the experience of therapists is not a sufficient explanation of earlier 
results. Our findings do not exclude the possibility that, other things being equal, 
the therapist’s degree of therapeutic sophistication may be associated with the length 
of treatment he offers patie.ts. 

Furthermore, patients in different social classes obtained different amounts of 
treatment even though the therapists did not select their patients, and both thera- 
pists and patients were strongly encouraged to continue the treatment contact for 
six months. It might be assumed that the status and power situation within a uni- 
versity clinic would put some pressure on resident therapists to comply with the 
wishes of senior staff members. This might be reflected in the number of treatment 
interviews residents had with their patients in this study. Nevertheless, certain 
patients, mostly Lower Class members, tended to terminate treatment rather early. 
Neither therapists nor patients could be pressured to maintain a relationship that 
they did not consider mutually satisfactory, and apparently the decision to discon- 
tinue contacts was not independent of social class factors. 

On the whole, the data confirm earlier studies, particularly those at the Yale 
Clinic, and strengthen the validity of the proposed relationship between social posi- 
tion and the length of psychotherapy. The relationship conceivably might not hold 
with therapists of greater or less experience, though this seems unlikely. 


SUMMARY 


This investigation presents some confirming evidence for the hypothesis that 
the extent to which patients participate in psychotherapy is not independent of 
their social class status. Middle Class individuals were found to remain in treatment 
significantly longer than Lower Class individuals. The validity of the hypothesis was 
further strengthened by demonstrating that the relationship continues to apply in a 
situation where (a) the training and experience of therapists are held constant, (b) 
the experience of therapists is beyond the minimum level, (c) patients are assigned 
at random to the therapists who are not free, therefore, to select their patients, and 


(d) a certain amount of pressure is exerted on both the therapists and the patients to 
maintain their contacts. 
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THE APPLICATION OF THE METHOD OF EXTREME DEVIATIONS TO 
RAPAPORT’S WECHSLER-BELLEVUF DATA! 


KATHERINE BRADWAY AND STANLEY BENSON 
Stanford University 


PROBLEM 


There is increasing recognition that the methods which have been used for 
studying the relationship between psychiatric diagnoses and psychological test per- 
formances have yielded results of limited value to the clinical psychologist called 
upon to help in making differential diagnoses. One of the reasons for this may be that 
the approach which has been used in these studies has been inappropriate from a 
practical point of view. Studies have been made in which patients of given diagnostic 
classifications have been studied in comparison to normal subjects or with each other. 
The outcome of these studies are descriptions which differentiate the average per- 
formances of one group from another. This is of theoretical importance, but the clini- 
cian is not so much interested in what the schizophrenic does ‘‘on the average’ on 
the Rorschach, Wechsler-Bellevue, and other tests. He is interested, rather, in the 
question: Given a particular test result, what type of patient is most likely to have 
given this test result? The clinician’s concern is not with group trends, but with in- 
dividual test patterns. Before him, for example, are the subscores on the Wechsler- 
Bellevue which he has administered to a patient for whom he has been asked to make 
a differential diagnosis. He notes that the Similarities score is very low and that the 
Information score is 5 or 6 points above the average of the other scores. The question 
is: What does such a high Information score and low Similarities score indicate? At 
this point he is not concerned with group trends but with extreme peaks and extreme 
dips in individual profiles. If he could inspect a large number of Wechsler records 
all having very high Information scores and very low Similarities scores, he could 
discover which are the diagnostic categories to which patients usually belong who 
give this sort of record, and likewise which categories are rarely or never associated 
with this pattern. This information would be of genuine practical value to him. 

This suggests an approach for research in which test protocols of a large group 
of patients are examined for marked deviations, and then the diagnoses of the pa- 
tients having various extreme deviations are identified. This is, in essence, the meth- 
od of extreme deviations which is being used in a series of studies at Stanford Uni- 
versity Hospitals. In the first of these, the method was applied to the Rorschach“), 
Apparently the method had not been used systematically in previous studies. It is 
a fairly simple technique which can be applied with appropriate modifications to 
several kinds of data. 

In the present study the following questions were posed: Are there extreme 
Wechsler subscore deviations which are invariably associated with a particular 
diagnosis? Are there extremes which exclude certain diagnoses? Are there extremes 
whose associations with one diagnosis rather than any other are statistically signi- 
ficant? 


MeEtTHOD 


The data for this study consisted of Wechsler-Bellevue results of 137 patients 
selected from the appendix of Rapaport’s Diagnostic Psychological Testing®. The 
necessary data were the 11 Wechsler-Bellevue subscores, the diagnosis, and the age 
of each subject. Since Wechsler’s standardization data“: »- 2) show a ‘steady in- 
crease in average scores on some of the subtests up to age 15, and a steady decrease, 
particularly on the performance subtests, with successive age groups after the age of 
34, age was limited to the range from 15 through 34 to minimize age differences as a 


This paper is based on a report presented before the annual meeting of the Western Psychological 
Association, June 9, 1952. 





286 KATHERINE BRADWAY AND STANLEY BENSON 


factor in producing subscore deviations. Only 137 of Rapaport’s 262 subjects were 
found to be within this age range. 

Rapaport’s twenty-two diagnostic breakdowns proved too refined for the num- 
ber of cases in our study and combination appeared practical. On the basis of clin- 
ical usefulness and number of cases available, eight groupings were decided upon. 
These are listed at the bottom of Tables 1 and 2. It should be noted that these are 
not separate diagnostic categories but are groupings in which there is overlap with 
several individuals appearing in more than one group. For example, a paranoid 
schizophrenic is subsumed under Schizophrenia, Paranoid, and Psychosis, and would 
also be included in the fifth grouping which combines schizophrenics and preschizo- 
phrenics. A neurotic depressive would be included in both the depressive category 
and the neurotic category. The normal control group is exclusive. 

Both positive and negative deviations of the 11 subtests were examined—22 var- 
iables for each subject. To determine what should be considered an extreme devia- 
tion, subscores were averaged for each individual separately, and each subscore was 
then taken as a deviation from its respective (verbal or performance) scale mean. It 
should be noted that there was no grand mean; the scores of all the subjects on a 
subtest were never averaged. The deviations discussed were obtained subject by 
subject by subtracting each individual’s subtest scores from their respective scale 
mean. This provided 137 deviations for each of 11 subtests. These were cast into 
frequency distributions and extreme deviations were selected as those within the 
highest and lowest deciles of these distributions. That is, an extreme deviation was 
defined as one which not more than ten percent of the sample reached. The lower 
limit or cutting score was defined simply by counting in ten percent of the cases from 
both ends of each distribution and noting the deviation score there. Note that what 
constitutes an extreme deviation differs from subtest to subtest. 

Two by two contingency tables for all subjects in each category versus all other 
subjects and for presence of the deviation against its absence were prepared, and 
Chi Squares with Yates Correction computed ®: P- 297), 


RESULTS 


The results are presented in Tables 1 and 2. In the left margins are shown the 
subtests and the lower limit of the extreme deviations. Across the top margins appear 
the diagnostic categories. Corresponding frequencies are shown in the N column and 
in the parenthesis under each diagnostic category. For example, referring to Table 
1, the lower limit of the extreme plus deviations for vocabulary was 2.5. Fourteen 
of the 137 cases showed this or a larger plus deviation. The figures in the body of the 
tables indicate the number of subjects within each category who obtained each ex- 
treme deviation. A plus or minus sign beneath these figures indicates the direction 
in which an obtained frequency differs by 1.0 or more from the expected frequency. 
Those differences that are statistically significant are indicated by asterisks; the .05, 
.02, .01 and .001 levels being represented respectively by 1, 2, 3, or 4 asterisks. 

None of the extreme deviations were associated exclusively with any one diagnos- 
tic category. In fact, one of the results which is immediately apparent is that extreme 
deviations are represented in most of the categories. For example, a comprehension 
score which is 2.3 or more above the average of the other verbal scores is found at 
least once in all of the groups. 

It is to be noted, however, that there are four extreme deviations which com- 
pletely excluded one of the categories with a reliability at the .02 probability level. 
The figures in Table 1 indicate that none of the normal control group obtained an 
extremely high vocabulary score in relation to their other verbal scores. The double 
asterisk shows that the obtained zero is below the expected frequency to an amount 
which is statistically significant at the .02 level of confidence. Likewise, neither a 
plus information nor a plus block design was obtained by any of the neurotics, and 
these zero frequencies were below the expected frequencies to an amount that was 
significant at the .02 probability level. In Table 2 it will be observed that a low digit 
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TaBLeE 1, FREQUENCIES OF ExTrREME Pius DEVIATIONS FALLING IN Eacu DiaGnostic CaTEGORY 
(Under each subtest is indicated the lower limit of its extreme deviation. Cases may have more 
than one diagnostic label.) 








Extreme Plus P-Sc Sc iy 


D N NC. 
(N:8) (N:29) (N:20) 
Vocabulary 11 11 4 2 0 
(+2.5) +*** 4+*** + aii 


Comprehension ; 2 3 1 
(+2.3) — — 


Sc Psy Par 
Deviations N | (N:49) (N:55) (N:16) (N:22) (N:71 





Information 12 
(+2.7) aiid 


Similarities 
(+2.8) 
Digit Span 
(+2.7) 
Arithmetic 
(+1.8) 


Picture Arrangement 
(+2.4) 


Picture Completion 
(+1.8) 


Block Design 
(+2.8) 


Object Assembly 
(+2.4) 


Digit Symbol 
(+2.8) 











Legend: * Significant at .05 or lower 
OK 05 


EK ‘Ol 
KKK 001 
+ observed frequency is at least one more than expected by chance 
— observed frequency is at least one less than expected by chance 
Se Schizophrenia Par Paranoia NC Normal Control 
P-Se Pre-Schizophrenia D Depression 
Psy Psychosis N Neurosis 


symbol score was obtained by none of the normal control subjects. This was also at 
the .02 probability level. Three zer> frequencies which were statistically significant 
at the .05 level occurred for plus arithmetic, low similarities, and low block design, 
none of which was obtained by any of the preschizophrenics. Other zero frequencies 
appear in the two tables, but most of these were not greater than one below the ex- 
pected frequency. This means that the number of cases in the given diagnostic cate- 
gory was so low that only one subject would be expected to have the extreme devia- 
tion concerned so that a zero frequency has little meaning. Several such zero fre- 
quencies are noted in the depression column. There are also two zero frequencies in 
the paranoid column in Table 2 which are at least one below the expected frequency 
but the difference is not statistically significant. 

Other statistically significant findings were most frequent for the schizophrenic 
and psychotic groups. Plus information and plus object assembly appear frequently 
enough in the schizophrenic group to be statistically significant at the .001 level. In 
fact, for both the 15 cases having plus information and the 15 having plus object 
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TasLe 2. Frequencies or Extreme Minus Deviations Fauuine rn Eacu Diacnostic CaTEGcorY 
(Under each subtest is indicated the upper limit of its extreme deviation. Cases may have more 
than one diagnostic label.) 








Extreme Minus Se Psy Par P-Sc Sc+P-Sc D N NC 
Deviations N | (N:49) = (N:55) (N:16) 4(N:22) (N:71) (N:8) = (N:29)) (N:29) 





Vocabulary 15 0 3 8 0 2 
(-1.0) 


Comprehension 15 
(-3.2) 
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4. 
Information 14 
(-1.0) 
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Similarities 14 
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o +S 


Digit Span 13 
(+4.7) 


Arithmetic 14 
(-4.0) 


tay 
+e 


Picture Arrangement} 16 
(-3.0) 


Picture Completion | 14 
(-3.0) 


Block Design 
(-1.2) 


eo +o toa + 
leo +o +& 


Object Assembly 
(-3.2) 


lo 


Digit Symbol 9 9 4 
(-2.6) +* > ~ 


+5 











Legend: * Significant at .05 or lower 
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eee Ol 
+ observed frequency is at least one more than expected by chance 
— observed frequency is at least one less than expected by chance 
Se Schizophrenia Par Paranoia NC Normal Control 
P-Se Pre-Schizophrenia D Depression 
Psy Psychosis N Neurosis 


assembly, 12 in each group were schizophrenic and 13 were either schizophrenic or 
preschizophrenic. This leaves only two cases which were in some other category. For 
information, one was a normal control and one had been diagnosed as a paranoid 
condition. Of the two cases having a plus object assembly who were not considered 
schizophrenic or preschizophrenic, one was neurotic and one was a normal control. 
It may be of interest to note, additionally, that the 12 schizophrenics having plus 
information and the 12 having plus object assembly were nearly exclusive of one 
another; only three schizophrenics appeared in both groups. This means that 21, 
or nearly half, of the 48 schizophrenics had either plus information or plus object 
assembly. 

There are some additional frequencies in Table 1 which are significant at the 
.01 level. Of the 14 subjects having a plus vocabulary, 11 were schizophrenic (12 
were schizophrenic or preschizophrenic) and this association was significant at the 
.01 level. This finding in conjunction with the previously mentioned zero frequency 
of plus vocabulary for normal controls indicates that a subject getting a plus vocabu- 
lary score is not likely to be normal, and is very likely to be schizophrenic. This find- 
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ing would be of considerable value for diagnostic clinical work if it is confirmed by 

validating studies. Of the 14 cases with a plus block design score, 13 were schizo- 

— or preschizophrenic; this association is significant at the .01 level of confi- 
ence. 

Plus arithmetic appeared with greater than expected frequency for the normal 
group at a .02 probability level. It also appeared more frequently than would be 
expected by chance, although not at a significant level, in the schizophrenic group, 
so that it would seem to have questionable diagnostic value. 

Minus deviate scores, according to this study at least, do not have as much 
diagnostic significance as plus deviate scores. There are no frequencies in Table 2 
which were significant at the .001 level, and only one at the .01 level and two at the 
.02 level (including a zero frequency already mentioned). Of the 14 cases obtaining a 
similarities score which was 1.8 or more below the average of the other verbal scores, 
10 were schizophrenic, and this frequency was enough above the expected frequency 
to be statistically significant at the .01 level. In view of this, it is of interest to note 
that the zero frequency for minus similarities score for preschizophrenics is signi- 
ficant at the .05 level. These findings suggest that a minus similarities score might 
be useful in differentiating schizophrenia from preschizophrenia. A minus block de- 
sign score appeared more frequently in the paranoid group than would be expected 
by chance. This was significant at the .02 level. And here, too, a zero frequency sig- 
nificant at the .05 level was found for the preschizophrenics. 

There were a few frequencies not yet mentioned which were sufficiently above 
the expected frequencies to be significant at the .05 level. We note that plus compre- 
hension appeared less frequently than would be expected for the schizophrenic and 
psychotic groups and more frequently than would be expected for the neurotic 
group, all significant at the .05 level. A plus similarities score was more frequent than 
expectancy, at the .05 level, for the depression group, but appeared at least once in 
each of the other groups so it would seem to be of doubtful diagnostic value. Minus 
picture arrangement scores appeared more frequently than chance for both the 
schizophrenic and preschizophrenic groups, but not to a significant degree. How- 
ever, when these two groups are combined, we find that 13 of the 16 subjects obtain- 
ing minus picture arrangement scores were either schizophrenic or preschizophrenic 
and that this was enough above chance expectancy to be significant at the .05 level. 
Minus deviate digit symbol scores occurred more frequently than would be expected 
in the schizophrenic group with significance at the .05 level. When this finding is 
combined with the fact that none of the minus digit simbol cases appeared among the 
normal control group, one sees the possibility that minus digit symbol might have 
value as a diagnostic indicator. According to this study, a subject obtaining a minus 
digit symbol score is not likely to be normal and is more likely to be schizophrenic or 
preschizophrenic than neurotic. 


Discussion 

The findings of the present study may be used to check conclusions drawn by 
Rapaport on the basis of the comparison which he made of group averages for the 
same subjects plus 123 additional subjects age 35 and over, and 2 additional subjects 
age 14. It is our thesis that group averages must be used cautiously for diagnostic pur- 
poses. In spite of the fact that, according to Rapaport’s treatment of his data, cer- 
tain differences were found between the average scores of different groups, the use of 
these data diagnostically may be fallacious. It is because we felt that the method of 
extreme deviations was more useful for clinical diagnosis that the present study was 
made. A comparison of the results of the two treatments of the data is made difficult 
because of the differences in grouping. Moreover, one must keep in mind the greater 
restriction in age of the subjects we used in our treatment of the data. It is our con- 
tention, however, that Rapaport’s inclusion of older subjects in his groups represents 
a failure to allow for a variable which may be as important, or more important, than 
diagnosis in accounting for some subscore deviations. 
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Our findings were in agreement with many of the findings of Rapaport. The 
positive relationship between high comprehension scores and neurosis and the nega- 
tive relationship between high comprehension scores and psychosis found by Rapa- 
port ©: ». #8) was found to be clinically useful in our study. In other words, a patient 
who has a high comprehension score is probably not psychotic and may be neurotic. 
Other of Rapaport’s findings regarding association of low or high subscore with 
diagnosis which also obtain when the data are treated by the extreme deviation 
method are: plus information with schizophrenia“: »- “*); plus arithmetic with 
normalcy “: »- 3°); minus picture arrangement with schizophrenia as compared with 
depression “: ». 28°); minus object assembly with several different categories“: »- 27°) ; 
plus block design with schizophrenia“: »- *8*), The frequencies of the extreme de- 
viations in each of our groupings can be checked in Tables 1 and 2. 

In spite of these several instances in which our treatment supports the implica- 
tions from Rapaport’s conclusions, there were several in which our results suggested 
caution in using Rapaport’s data for differential diagnosis. For example, he found a 
relatively low vocabulary score to be characteristic of psychotics and severe neurotic 
depressives“: P- 1°8). None of the relatively low vocabulary scores was associated 
with depression in our treatment of the data. In fact, minus vocabulary score was 
not found to be significantly associated with any of the groups. Again, Rapaport 
found a good information score in relation to other verbal scores to be present in 
psychotic depressives ©: »- ©), However, none of the extreme plus information scores 
was associated with depression in our study. The comparison between Rapaport’s 
findings and those of the present study regarding information and vocabulary deviate 
scores must take into consideration that Rapaport eliminated arithmetic and digit 
span when computing the average verbal score whereas we did not. Low weighted 
arithmetic scores were found most frequently in the schizophrenics and depressives 
in Rapaport’s study © »-*). In our study, minus arithmetic was found in each group- 
ing at least once, and in no grouping significantly above chance expectancy, so it 
would seem hazardous to use a low weighted arithmetic score diagnostically. Rapa- 
port found that schizophrenics tended more than any other group to suffer special 
impairment on the picture completion test“ »- ***), Our data show that minus pic- 
ture completion scores cannot be used as indicative of schizophrenia; it occurred 
more frequently than chance in the schizophrenics, but not to a statistically signifi- 
cant degree, and occurred with chance expectancy in the neurotic and the normal 
control groups. It was also found by Rapaport that extremely high weighted picture 
completion scores occurred most often in normals, which might lead to the inference 
that a plus picture completion score points to normalcy and away from schizophrenia 
or some other diagnostic category. Our findings indicate that plus picture completion 
scores cannot be used in this way. 

Rapaport’s findings on block design may also be misleading. He states, ‘De- 
pression is the most potent factor making for impairment of efficiency in the Block 
Design subtest’’ “: P- 287). He compares this with the fact that retention of efficiency 
on the block design is associated with schizophrenia. One might be led to utilize 
this information for differential diagnosis between the two categories. Our findings 
show that an extremely low block design score is more significantly associated with a 
paranoid condition than with depression, and occurred with chance expectancy, 
rather than rarely, in the schizophrenic group. 

It will be noted that several of the differences between Rapaport’s findings and 
our results occur in the case of depression. This may be due to the difference in age 
range. In making our selection of subjects with ages below 35, we found it necessary 
to eliminate all but two of Rapaport’s 10 psychotic depression cases and all but two 
of Rapaport’s 16 severe neurotic depression cases. As might be expected, all of the 
involutional depression subjects had to be eliminated. One might conclude from this 
that his findings relative to depressives would be more useful in differential diagnosis 
of patients in the older age groups than in the younger age groups. It may also be 
that many of the differences between his depressive groups and his other groups can 
be accounted for by age alone. 
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SUMMARY 


The Method of Extreme Deviations was developed in protest against the falla- 
cious conclusions which are frequently drawn from studies comparing the average 
performance of a diagnostic group with the average performance of a normal group. 
The extreme deviation method directs attention to the data which clinical psycho- 
logists use in actual practice, that is, the extremely unusual performances of a 
given subject. The method requires the inspection of test protocols of a large group 
of subjects falling into a variety of diagnostic categories, the demarcation of scores 
which represent extreme deviations (defined as those reached by only ten percent of 
the total sample), and the identification of the diagnoses of patients obtaining these 
scores. 

In the present study, this method has been applied to the Wechsler-Bellevue 
results published in Rapaport’s Diagnostic Psychological Testing. An analysis made 
of the findings indicates which extreme Wechsler subscore deviations were invar- 
iably associated with a particular diagnosis, and which ones excluded a certain diag- 
nosis, and which ones were associated with one diagnosis rather than any other to a 
statistically significant degree. Although conclusions from this analysis support 
some of the inferences based on Rapaport’s treatment of the same data, they refute 
several of the others, thus demonstrating that diagnostic inferences drawn from 
group averages can be misleading and therefore should be checked by a study of the 
extreme deviations. 
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AN EMPIRICAL CRITIQUE OF RESEARCH WITH THE WECHSLER- 
BELLEVUE IN DIFFERENTIAL PSYCHODIAGNOSIS! 


G. H, FRANK, C. C. CORRIE, AND J. FOGEL 
Florida State University 


PROBLEM 


Considerable research designed to validate hypotheses concerning the applica- 
bility of the Wechsler-Bellevue Test in differential diagnoses (see reviews of this 
research by Rabin“) and Guertin? ) has eventuated in inconclusive and inconsis- 
tent results. Tentative conclusions emphasize the lack of validity of the Wechsler- 
Bellevue, a test of intelligence, in differentiating aspects of personality. Such criti- 
cisms must be confronted by Machover’s“) cogent remarks advocating the clini- 
cian’s assaying of the total personality and not unintegrated parts thereof. Hence 
the so-called test of intelligence, argues Machover, elicits personality data as well if 
one is capable of measuring these nuances. 


1Based, in part, on a new read at the American Psychological Association, New York, Septem- 
ber, 1954, with Dr. Glenn Terrell, of our Department, assisting with its preparation. 
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Thus, an alternative hypothesis to explain the erratic results may be formulated. 
This one deals not with the instrument itself, but with the research methodology 
utilized to assay the effectiveness of this instrument. Heretofore, the criterion 
measure for the selection of samples utilized in such research with the Wechsler has 
been psychiatric diagnosis. Research was oriented towards determining the differ- 
ential power function of the test between diagnostic categories, or pathological as 
compared to non-pathological groups. 

It occurred to the writers that the selection of subjects by virtue of their psy- 
chiatric diagnosis per se, might have contributed to the erratic nature of the results 
of the various investigations. The writers decided to investigate this aspect of past 
research using data derived from the literature. If it could be demonstrated that 
subtest score variances of subjects included under a common diagnosis were statis- 
tically unrelated, doubt would be cast upon the practice of grouping subjects with 
respect to their psychiatric diagnosis alone. 


MetTHOD 


To test this hypothesis, three major sources of published data were utilized: the 
data presented in Rapaport, a doctoral dissertation from New York University, 
and samplings of individual protocols appearing in 21 other published researches in 
psychological journals. 

The method of testing this hypothesis consisted of subjecting each of Rapa- 
port’s 29 psychiatrically differentiated groups consisting of a total of 261 subjects, 
Cohen’s three groups of 100 subjects each, and the data from the 21 other pieces of 
research grouped with regard to common diagnosis, viz., Manics, Neurotics, Schizo- 
phrenics, and Normals, to an analysis of variance. 

For each group, the variance contributed by the subject is considered the 
“treatment effects,” and we end up with a simple randomized design. The hypothe- 
sis formulated is that there is no difference between the means of the subtest scores 


for each subject under each individual psychiatric categorization. 


RESULTS 


Of the total of 36 groups of subtest scores of subjects subsumed under a common 
diagnosis, only eight of them permitted an acceptance of the hypothesis as formu- 
lated above. The groups were all from Rapaport: Maladjusted Patrol, Neurasthenia, 
Anxiety and Depression, Coarctated Pre-Schizophrenia, Acute Paranoid Schizo- 
phrenia, Deteriorated Paranoid Schizophrenia, Deteriorated Unclassified Schizo- 
phrenia, and Involutional Depression. The rest of Rapaport’s 21 other groupings 
of subjects, Cohen’s three groups of Schizophrenics, Organics, and Neurotics, and 
the four groupings of the data from the other 21 pieces of research, viz., Manics, 
Neurotics, Schizophrenics, and Normals, all yielded significant F’s. 


Discussion 


From the results it appears that the weight of the statistical evidence rests in a 
rejection of the null hypothesis, i.e., there appear to be significant differences be- 
tween the subtest scores of subjects although they are subsumed under a common 
psychiatric heading. In effect, the between group variance (in this case measuring 
the variance between the means of the subtest scores of the subjects within a given 
psychiatric grouping) is, in a majority of the instances, so large that doubt may be 
cast upon the assumption that the groups of subtest scores represent a random sampl- 
ing from a common variance population. With regard to previous research, this im- 
plies that investigators have been attempting to compare the characteristic perform- 
ance of one group of unlike subjects with another. The effect of the attempt to differ- 
entiate two such heterogenous groups of subtest scores is to structure the data for 
failure by attempting to compare incomparables. 

There is no reason to assume that psychiatric diagnosis, as a criterion measure 
for the selection of groups, will automatically eventuate in a random sampling of 
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homogenous subjects’ subtest scores, when we know such variables as age ®), sex ©, 
and even length of hospitalization®) affect subtest patterns in their own right. 
Selection by means of psychiatric diagnosis alone does not take into consideration 
these additional attenuating factors to the power function of the Wechsler-Bellevue 
Test itself. 

In light of these results, it is concluded that the design of the majority of the 
research conducted thus far is incapable of testing the question as to the efficacy of 
the Wechsler-Bellevue in differential psychodiagnosis. It is further concluded that 
psychiatric diagnosis, per se, does not constitute an adequate criterion measure for 
the selection of subjects since this neglects to take into consideration many of the 
attenuating factors affecting performance on the Bellevue over and above psycho- 
pathology. Critical research is still needed in this area, organized so as to respect the 
empirically derived limitations of the clinical tool itself. 


SUMMARY 


1. It was hypothesized that the inconsistent, inconclusive and, in some in- 
stances, contradictory results aimed at testing the efficacy of the Wechsler-Bellevue 
Intelligence Test in differential psychodiagnosis are not due to characteristic faults 
inherent in the tool itself, but introduced as a function of the research methodology. 
The selection of subjects by the criterion measure of psychiatric diagnosis alone was 
questioned. 


2. Analyses of variance were computed for subtest scores, appearing in pub- 
lished research, included under a common diagnosis. The weight of the statistical 
evidence suggests that the scores do not, in the majority of the cases, constitute 
random samplings from a common population of subtest score variances. 


3. It was concluded that selection of subjects by the single criterion of psy- 


chiatric diagnosis did not meet rigorous standards of adequate research methodology. 
Such a selection as was made tended to disregard the other factors of the sampling 
population over and above psychopathology, which attenuate the differential power 
function of the Wechsler-Bellevue Test. 


4. Critical research in line with the regimen of a more rigorous experimental 
orientation is still needed. 
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DIFFERENTIAL RORSCHACH SCORES OF SUCCESSFULLY AND 
UNSUCCESSFULLY PLACED MENTAL DEFECTIVES 


PAUL SOLOMON 


Myles Standish State - School 
Taunton, Mass. 


PROBLEM 


Myles Standish State School has a policy of placing feeble minded persons in the 
community on a trial basis so that they might eventually become adjusted to extra- 
mural living. The procedure consists of allowing the person to work in the commun- 
ity, and live in a family situation under the general supervision of a social worker. 
Despite all attempts at matching the person to the job situation, about 20% of the 
parolees return from their placements because of some inability to adjust to the job 
or the home. 

The psychologist’s contribution in making these placements is to determine by 
tests and interviews which pupils are likely to be successful in placement. If success- 
ful placements are made, two difficulties are avoided. The parolee need not suffer the 
feeling of failure which accompanies a return to the institution; and a saving is made 
in time and effort expended in placements and replacements being made until a suc- 
cessful candidate is found. The purpose of this study was to discover Rorschach 
factors which differentiate successful and unsuccessful parole candidates. 

Little work has been done previously on test factors which might predict the 
community adjustment of mental defectives. Walker“! briefly discusses various 
tests, which might comprise a battery to be used in predicting vocational adjustment. 
Tizard and O’Connor®® discuss the use of psychometric patterns in determining the 
employability of mental defectives. They confine their discussion to the higher grade 
defective and do not use the Rorschach among their measures. 

Sloan.“®) felt that extramural adjustment could be predicted on the basis of 
seven Rorschach criteria. He tested pupils of the Lincoln State School either after 
they had returned from an unsuccessful placement or during the time of successful 
placement. In either case, the test was given after placement had been made. His 
original criteria were not prognostic of success. A further measure of recoverability 
from color shock did seem to differentiate between the two groups. Although this 
measure, based on 30 cases, seemed significant, he did not deem it a reliable indicator 
of ability to succeed extramurally. 

We felt some Rorschach factors might discriminate between successful and un- 
successful parole candidates and the following hypotheses were investigated in this 
study: 


1. The genetic location scores of Friedman? are indicators of maturity of per- 
ceptual functioning. It has been found that the mean number of Good D res- 
ponses for adult defectives is 6, and of Good W responses is 2.5 in this scoring 
system.‘?) Assuming that successful parole candidates should be more mature 
than the unsuccessful, we may hypothesize that a greater number of the former 
than the latter will have 3 or more Good W responses and 7 or more Good D 
responses. 


2. A “normal” Rorschach protocol contains between 3 and 6 popular res- 
ponses“ P- 48). We may expect successful candidates to be more like normal 
subjects than are the unsuccessful. It can thus be hypothesized that more of 
the successful than the unsuccessful candidates will have between 3 and 6 P res- 
ponses. 


3. The usual protocol has an F% of about 50°: ». *),. Mental defectives 
usually have an abnormally high percentage of F responses. Considering these 
facts, we may say that an unconstricted defective record would have an F% be- 
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tween 50 and 70. We may hypothesize that more of the successful than the un- 
successful parolees would have an F% below 70. 


4. Human content also is found in the records of most normal subjects. We 
may hypothesize that more of the successful than the unsuccessful parolees will 
give H responses. 


5. Response to color has been interpreted as affective response. Klopfer et. al. 
say in reference to the colored cards that ‘‘the way in which the subject handles 
these cards indicates the way he, himself, adjusts to emotional impact.” ®. . 8) 
We, thus, hypothesize that successful parolees will be more controlled in their 
use of color. This will be evidenced by less use of pure C by the successful parol- 
ees and by a greater number of CF and FC responses of good form level. 


METHOD 


The subjects of this study were 52 mental defectives. They were administered 
the Rorschach test prior to their parole placement as a routine psychological test. 
They were all placed on parole during 1952 and 1953. If the placed individual were 
still in the same placement at the end of an eight month period, he was adjudged a 
successful parolee. Of this group, 30 met this criterion and make up the successful 
group. The other 22 make up the unsuccessful group. The makeup of the two groups 
is described in Table 1. There were no statistically significant differences between 


TABLE 1. CHARACTERISTICS OF POPULATION STUDIED 








Factors Successful Group Unsuccessful Group 





N 

Males 
Females 
CA range 
Mean CA 
8. D. 

IQ Range 
Mean IQ 
8. D. 











the two groups with regard to sex, age and IQ distribution. The Rorschach protocols 
were scored in accordance with the general scheme of Rapaport“. The locations 
were scored according to the genetic scoring system of Friedman®?. The significance 
of the differences between the scores of the two groups were tested by Chi square 
techniques “?. 


RESULTs AND Discussion 


Fiske and Baughman“? have shown how frequency in any scoring category is 
influenced by the number of responses. Mean frequency of response for the success- 
ful group was 13.5 and for the unsuccessful group was 14, differing only by chance. 
Thus other differences in Rorschach scores between these groups are not a function 
of the number of responses. Since the response totals of the 2 groups are so close, the 
need to compare percentages of R which Fiske and Baughman point out is obviated. 
The scoring and statistical data relevant to the first four hypotheses are contained 
in Table 2 which shows that hypothesis 4 is fully substantiated and there are trends 
in the direction predicted by hypotheses 1, 2 and 3. 

Good whole responses are those in the three higher categories of Friedman’s 
genetic scoring system®). There is a consistent tendency for more of the successful 
parolees to have more than three Good W responses. Good D responses, in this same 
scoring system, are made up of the genetically high detail responses. More of the 
successful parolees meet the criterion of more than 7 Good D responses, and in this 
case, the difference approaches statistical significance. 
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TABLE 2. NuMBER OF Sussects Havine Scorsgs IN DIFFERENT CATEGORIES AND PROBABILITY RATIOS 
oF THESE DIFFERENCES BETWEEN THE SUCCESSFUL AND UNSUCCESSFUL GROUPS 








Factor Successful Group Unsuccessful Group x 





3 or more Good 19 10 
W responses 


7 or more Good 
D responses .20 >.10 


F% below 70 .80 > .20 
P between 3 and 6 f 10 >.05 
H present ‘ >.01 














The mean F% for the defective population was previously found to be 83). 
The means for the successful and unsuccessful groups of this study were 81% and 
86% respectively. It appears that F% is not discriminatory between the groups con- 
sidered here. All are quite stereotyped in their use of determinants. Table 2 shows 
that fewer of the successful than the unsuccessful parolees have an F% of over 70. 
The difference does not reach significance, but there is a tendency in the direction 
predicted by hypothesis 3. 


The general defective population in a previous study gave a mean of 2.5 popular 
responses‘), This is much less than either of the two paroled groups being consid- 
ered here. More of the successful than the unsuccessful parolees gave a number of 
popular responses within the “normal” limits of 3 and 6. In this case, the difference 
predicted by hypothesis 2 comes quite close to statistical significance. 

The successful parolees show a statistically significant tendency to give human 
percepts more than the unsuccessful do. Fifty four percent of the unsuccessful parol- 
ees gave no H responses at all, while only 24% of the successful group gave no H 
responses. Usually about 40% of defectives give no H responses®). Human res- 
ponses are generally interpreted to indicate interest in and sensitivity to other peo- 
ple. ». 88), The unsuccessful parolees, as a group, may be considered as having little 
interest in others and likely to have difficulty in extramural society. The presence 
of H responses in the Rorschach record, whether or not they actually indicate sensi- 
tivity to people, seems to be the most crucial Rorschach factor which differentiates 
successful from unsuccessful parole candidates. 

The results with regard to the use of color (hypothesis 5) are equivocal primarily 
because so few defectives give responses in which color is a determinant. Only 22 of 
the 52 subjects of this study gave color responses of any kind. These are too few to 
submit to any detailed analysis. There do seem to be some indications in the data. 
It was felt that the successful parolees would give fewer C responses and would have 
CF and FC responses of good form quality. Six of the twelve successful parolees, who 
used color, gave C responses while only two of the unsuccessful did. However, the C 
was the only color used by those two subjects in the unsuccessful group; while all 
those of the successful group who gave C responses balanced them by the use of FC. 
Further, the pure color responses of the successful group were less impulsive than 
those of the unsuccessful group. This was seen in the content of the responses as well 
as in longer reaction times. The form level of the CF and FC responses seemed to 
show better control in the successful group. Of the responses in this category, they 
gave 11 of good form and 7 of poor form quality. The other group gave 6 of good 
form quality and 5 of poor form. Thus, a higher percentage of the color responses 
were of good form in the successful group than in the unsuccessful. These trends tend 
to substantiate hypothesis five; but it is unwise to base conclusions on such minute 
evidence. 
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SUMMARY 


Rorschach tests were administered to 52 mental defectives prior to their place- 
ment in the community. Of these, 30 were able to adjust to extramural living. Five 
Rorschach scoring factors: (1) maturity of location scores, (2) number of P, (3) 
presence of H, (4) F% and (5) response to color were considered as indicators of com- 
munity adjustment potential of mental defectives. Within this group of 52, presence 
of human content was the most significant factor in differentiating the records of 
those successfully and unsuccessfully placed. Number of P and number of Good D 
responses approached sign‘ficance. 
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IMMEDIATE AFFECTIVE REACTION TO TAT CARDS 
DELL LEBO! 
Florida State University? 


It has been assumed that the somewhat vague pictures of the Thematic Apper- 
ception Test) encouraged subjects to yield protocols which were products of their 
own attitudes and structuring“ 7. Other evidence has indicated that this assump- 
tion may not be valid“: *: § 4,5), For example, Eron and his co-workers“) found that 
all the TAT pictures elicited primarily sad stories from men and women. Assuming 
that the TAT cards carry a preponderantly negative emotional stimulus value, it was 
hypothesized that normal subjects would immediately dislike the TAT series. 


PROCEDURE 


Seventy-nine persons enrolled in beginning psychology courses were used as 
subjects. They ranged in age from 17 to 47 years. Their mean age was 20 years with 
a modal and median age of 19. 

Subjects were shown each of the 28 adult TAT cards for a period of two min- 
utes. Then they were asked to rate the cards on a five point scale and to indicate the 


‘The writer wishes to acknowledge the help of Mrs. Elaine Lebo who rechecked the factual mat- 
erial and Dr. Ralph Mason Dreger who discussed some statistical aspects of the problem. 
2Now at Psychology Department, Larue D. Carter Memorial Hospital, Indianapolis, Indiana. 
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reason for their rating. The scale ran from 1 (Like the card a great deal) through 3 
(Neither like nor dislike the card) to 5 (Dislike the card intensely). 

The Chi-Square test for normality of distribution “) was applied to the 28 fre- 
quency distributions of the responses. It was found that none of the distributions 
was statistically significant at the .05 level of confidence. 

The mean, median, and modal stimulus value, in terms of the immediate emo- 
tional reactions of the subjects, and the standard deviation for each card were then 
computed. The reliability of the judgments was estimated by the method of Bijou 
and Kenny). The value obtained was significant at better than the .01 level of 
confidence. This level indicated that the subjects could make satisfactorily reliable 
judgments of their immediate emotional reaction to the TAT cards. 


Tasie 1. Toe Mean, Meptan, anp Mopat ImMMepiaTe StmmuLvus VALUE AND THE RANK ORDER AND 
SranDARD Deviation or Att Aputt TAT Carps 








Rank Card No. Mean Median Mode 





2.14 
2.29 
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2.80 
2.89 
2.89 
2.94 
3.03 
3.05 
3.13 
3.28 
3.29 
3.33 
3.34 
3.46 
3.73 
3.84 
3.85 
3.85 
3.97 
4.14 
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RESULTS 


None of the TAT cards had a pattern of responses indicating an emotionally 
neutral stimulus value according to chance expectancy. However, from an examina- 
tion of the mean, median, and modal values it was evident that only six cards had a 
mean ranking of more than 3.5. These cards were 12F, 3BM, 18GF, 18BM, 13MF, 
and 15. Ten cards had median and modal scores greater than 3.5. This group in- 
cluded the six cards mentioned above and cards 8BM, 20, 3GF, and 6BM as well. It 
is interesting to note that card 15 had median and modal scores of five in addition to 
having the highest mean score. These 10 cards appear to uniformly contain disquiet- 
ing elements in Murray’s verbal description of them“. An*examination of Murray’s 
descriptions of the remaining cards revealed only two other cards with uneasy ele- 
ments. These were cards 11 and 12M, containing a dragon and the gaunt form of a 
man respectively. 

An examination of the subject’s comments was helpful in determining what 
made them dislike the cards. The comments indicated the causative factor was the 
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negative stimulus value of the disquieting elements in these cards. Similarly, com- 
ments made to the most liked cards revealed the lack of disquieting pictorial features. 

The experimental hypothesis has received only partial support. Those cards 
containing disquieting elements tended to be immediately disliked, while cards with- 
out such features were liked. 


Discussion 


The evidence indicates that, insofar as the present subjects are concerned, each 
TAT card does seem to carry its own stimulus value. However, this stimulus value 
is not a negative one for all the cards in the series. The situation is not as dark as 
was hypothetically formulated. 

A reexamination of the mean scores by means of a chi-square analysis indicated 
that a significantly greater proportion of cards numbered 11 and above were dis- 
liked. This was significant at better than the .01 level. Murray“ has said the pic- 
tures of the second series, numbers 11 and above, are more unusual and dramatic 
than the cards of the first series, numbered ten and below. Presumably, the cards of 
the second series carry more disquieting elements than the cards of the first series. 
It is not unusual for users of the TAT to present their subjects with a variety of 
cards drawn from both series. The present findings suggest it would be well to select 
cards from the second series with caution. Unless the special instructions recom- 


mended by Murray “* for the second series are followed, the mixed cards may be dis- 
liked. 


SUMMARY AND CONCLUSIONS 


It was hypothesized that normal subjects would dislike the TAT cards. Seventy- 
nine subjects were presented with each of the 28 adult cards. A maximum of only 
ten cards was disliked. They were: Cards 8BM, 20, 3GF, 6BM, 12F, 3BM, 18GF, 
18BM, 13MF, and 15. These cards were described as containing disquieting ele- 
ments. More cards of the second series were found to be disliked than cards of the 
first series. It was suggested that caution be exercised in using a mixture of TAT 
cards in a single session. 
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POPULAR RESPONSES ON THE RORSCHACH TEST IN RELATION TO 
THE NUMBER OF RESPONSES' 


RAYMOND J. MC CALL AND ERNEST J. DOLEYS JR.” 
De Paul University 


PROBLEM 


In scoring Rorschach records it is customary to report “number of popular 
responses” (P) or “percentage of populars” (% P). Of the two it is the absolute num- 
ber which is more usually employed, and Beck”? feels that it alone “has given a valid 
index to the personality factor reflected in P, i.e., conformity in thinking processes.’’ 
This opinion takes no account of the possible relationship between P and number of 
responses, though Beck is quite right in maintaining that the low upper limit of 
gee responses (P cannot be greater than 21) renders suspect the % P figure taken 

y itself. 

A preliminary investigation of 1500 Rorschach responses given by supposed 
normals indicated a substantial positive correlation between number of P and num- 
ber of R, and a corresponding negative correlation between % P and number of R. 
It was therefore determined to investigate the relationship between P and R and 
between % P and R on the same population which Beck had used to establish his re- 
vised list of popular responses. “ 


PROCEDURE 


Using 154 readily locatable records of the 157 in the Spiegal sample, Pearson r’s 
were calculated between R and P, and between R and % P. Of the 154 records used 
only 3 had fewer than 12 or more than 79 responses. The 151 records were divided 
into five convenient levels of response totals and at each of these levels measures of 
central tendency (median and mean) and of dispersion (range, quartile deviations, 
extreme deciles, and standard deviations) were computed both for number of popular 
and percentage of popular responses. 


RESULTS 


Product-moment correlation between R and P for the entire group (N = 154) 
was +.48; between R and % P-.50. The latter figure was not materially affected 
by the transformation of percentages into are sin equivalents (r =-.49). In Table 1 
are presented measures of central tendency and dispersion for each of the five levels 
of response selected. 


TasuE 1. NuMBER OF PoPULARS AS RELATED TO NUMBER OF RESPONSES 








Number of Popular Responses 
Number of R Pro Mdn Mean Q; Poo Range 8. D. 


50-79 6.6 : 8.8 9.3 11.0 13.3 6-14 2.4 





4.1 - 7.8 v7 9.5 11.7 3-12 2.7 
4.7 . 6.5 6.9 8.2 9.6 3-13 2.0 
4.3 . 6.7 6.6 7.8 9.2 2-10 1.8 
2.6 ; 4.4 4.6 5.6 6.9 2-7 a7 








1The authors gratefully acknowledge the cooperation of Dr. Samuel J. Beck and Dr. Sheldon 
Korchin of the Institute for Psychosomatic and Psychiatric Training, Michael Reese Hospital, who 
made available to us the original records of the Spiegel normal control sample. 

*Now at the University of Missouri. 
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According to Beck® “the range in the normal individual is 7 to 9” popular 
responses. In the Spiegel normal control sample, however, the range is 2 to 14, and 
in the two extreme groups of Table 1 there is almost no overlap in range for the low- 
est (2-7 P) and the highest (6-14 P) response levels. Moreover, the figure 7 seems 
rather high for the lower limit of normality, since in 80% of the Spiegel sample (em- 
bracing all cases with fewer than 40 responses) the median number of popular res- 
ponses is less than 7. The paradox of setting an upper or lower limit to the number of 
populars without considering the number of responses may be appreciated by taking 
Beck’s figures of 7-9 and checking through the five levels of response identified in the 
table. We then find that: 


ry a 50-79 R level only 1/12 records (8%) has fewer than 7 P, while 4/12 (83%) have more 


ue a fe 40-49 R level 5/16 records (31%) have fewer than 7 P, and 4/16 (25%) have more 
an 9 P, 


At the 30-39 R level 24/47 records (51%) have fewer than 7 P, while only 5/47 (11%) have 
more than 9 P. 


At the 20-29 R level 24/53 records (45%) have fewer than 7 P, while only 4/53 (8%) have 
more than 9 P. 


At the 10-19 R level 20/23 records (87%) have fewer than 7 P, while not a single record has 
as many as 9 P. 


On the other hand, it is worth noting in Table 1 that over the middle range of 
responses (20-49 R) discrepancies between measures of central tendency and be- 
tween measures of dispersion at the three levels distinguished (20-29, 30-39, 40-49) 
are not great. This is important since 75% of the sample (116/154) have between 20 
and 49 R, and 65% (100/154) between 20 and 39. In the latter group, differences in 
number of populars between the 20-29 and 30-39 response levels are entirely neglig- 
ible throughout the entire range of populars. These two levels are therefore combined 
in Table 2. Since the correlation between R and P for response level 20-39 is within 
chance expectation (r = +.14) and is barely significant for the entire middle range 
of response levels (r == +.21 for 20-49 R), it is evident that the extreme response 
levels (R>49 or <20) contribute most to the highly significant correlation (r==+-.48) 
between R and P for the entire sample. For the purposes of this study it is un- 
fortunate that the n’s of these extreme groups are not larger. Table 2 would seem in 
any case to provide a more sensitive indicator of popularity saturation in a Rorschach 
record than the simple figures 7-9. Thus 7 is a high, average, or low number of popu- 


TaBLE 2. LEevEets oF PopuLaRity FoR VARIOUS RESPONSE LEVELS 








Level of Popular Responses 
Number of R Low Average igh 





50-79 7-8 9-10 11-12 
40-49 4-5 8 10-11 
20-39 4-5 7 8-9 
10-19 3 4-5 6-7 








lars depending on the response level. Interstitial values may be denominated “high 
average” or “low average” at the discretion of the scorer, and those beyond the 
upper or lower limits of the table may be regarded as “extremely high”’ or “extremely 
low.” Similarly, 9 populars is average, high, or extremely high, again depending on 
the response level. A 5- or 7-point scale of popularity might thus be constructed 
though such a scale would be less refined than and serve a different purpose from the 
popularity scale invented by Zubin“ and used earlier by the senior author ®), 
Statistics regarding percentage of populars at various response levels are given 
in Table 3. Though the relationship to Table 1 might appear to be simply reciprocal, 
there is a notable difference in that for the data of Table 3 the high degree of (nega- 
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TABLE 3. PERCENTAGE OF POPULARS AS RELATED TO NUMBER OF RESPONSES 








Percentage of Popular Responses 
Number of R Q Mdn Mean Qs Range 8. D. 
9.5-24.0 
7.3-26.8 





50-79 : : 15.0 15.5 
40-49 5 ‘ 19.0 17.6 


20-29 : : 27 


: 27.4 
10-19 : , 26. 


28.4 


3-4 


17.5 
21.5 - 
30-39 : : 19.8 20.4 23.3 ‘ 7.9-33.3 
32.6 ; 8 5. 
5 33.0 12.5-56. 


0 
2 








tive) relationship between R and % P holds throughout the range of responses and is 
less dependent upon the extreme response levels where the n’s are small. Thus cor- 
relation between R and % P for the 65°% of the sample at the 20-39 response level is 
—.48, as against an r of +.14 for R and P at this level. For the 75% of sample pro- 
tocols having between 20 and 49 responses, r between R and % P is -.50, as against 
an r of +.21 between R and P. By reason of similar percentage of populars, however, 
it is the two upper (40-49, 50-79) and the two lower (10-19, 20-29) groups which are 
merged in Table 4. For those who prefer to work with percentage of populars this 
table provides a rough measure of popularity saturation at three response levels. 


Tase 4. Levets or Porpu.arity (PERCENTAGE) FOR VARIOUS RESPONSE LEVELS 








Percentage of Popular Responses 
Number of R Low Average High 





40-79 10 15-18 23-25 
30-39 15 20 26-28 
10-29 18 27 35 





SUMMARY 


In the Rorschach records of a representative sample of normals (the Spiegel 
sample), a significant relationship was found to obtain between number of popular 
responses and number of responses, and a significant inverse relationship between 
percentage of populars and number of responses. Further analysis of the data per- 
mitted construction of iables of rough norms for popularity saturation (low, average, 
or high) at various response levels. 
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SEX DIFFERENCES IN INTELLIGENCE! 
MORONI H. BROWN AND G. ELIZABETH BRYAN 
University of Utah 


PROBLEM 


In the standardization of the three most widely used individual intelligence 
scales, the Stanford-Binet, the Wechsler-Bellevue, and the Wechsler Intelligence 
Scale for Children, tests with minimal sex differences were selected. Even so, sex 
differences for all three scales have been reported in their standardization ®: * 7 and 
in other studies“: *- 5). With the exception of the two W-B studies“: *) which used 
the test records of adult psychiatric subjects, the observed sex differences have been 
attributed to either test or sampling bias. 

Although Wechsler reported no statistically significant sex differences for his 
standardization group, he noted that women tended to have higher Full Scale scores 
at most year levels and on the basis of this and “‘other’’ undiscussed evidence, he 
concluded that women were superior in general intelligence“. Since Wechsler’s 
statement about the absence of significant sex differences is not supported by the 
two later W-B studies“: *) which used adult psychiatric patients, the present study 
was designed to investigate the possibility of sex differences occuring at different age 
levels in a non-clinic population. 


SuBJECTS 


400 subjects from a public school and college population in groups of 40 for each 
sex at five age levels were used. The five age ranges were: 9 to 11, 13 to 15, 19 to 21, 
25 to 27, and 30 to 39 years. None of the subjects had been referred for examination 
or treatment. The mean Full Scale IQ’s for each age level ranged from 109 to 124, 
increasing progressively for the older subjects who are representative of a more select 


population. However, the Full Scale IQ scores for each sex at each age differ by only 
two or less points. 


PROCEDURE 


The standard errors of the mean difference between the sexes at each age level for 
the Verbal, Performance, and Full Scale weighted scores were calculated and the signi- 
ficances of the differences were computed by using “‘t’”’ scores“: »- 7), The weighted 
scores rather than IQ scores were used for two reasons: (1) the subject population 
was dealt with in separate age levels so that the correction for age which is supposed 
to be built into IQs was not necessary; and (2) because the IQ scores are not in equal 
intervals so that while a continuous series of weighted scores have one-point intervals 
between them, the corresponding IQ scores may have none, one, or two-point inter- 
vals separating them. 


RESULTS 


Table 1 gives the means and the standard deviations of the Verbal, Performance, 
and Full Scale weighted scores for each sex at each age level. For the Full Scale 
weighted scores there were sex differences at all five age levels favoring the males, 
but none of them was statistically significant. In the Verbal Scale there were differ- 
ences at all age levels favoring males, and at three age levels the differences were 
significant at or beyond the .05 level. On the Performance Scale the differences be- 
tween the mean scores of males and females were less exaggerated. However, at four 
of the five levels female subjects had scores equal to or higher than males and for 
the two oldest age levels, the differences favoring females were significant between 
the .025 and .05 levels. The means on which significant sex differences were found are 
given in Table 2. 


1This article was the basis for a paper read at the annual meeting of the American Psychological 
Association, New York City, September, 1954. 
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TaBie 1. Tue MBean Anp §. D. or WeicurTep Scores ON THE THREE Scaes For 400 Supsects IN 
Grovps oF 40 ror Eacu Sex 








Verbal Performance Full Scale 


Age Female Male Female Male Female 
Group M D M D M SD M SD M SD 


9 to 11 ; : 28.6 5. 40.2 P 40.7 ‘ 70.5 11.8 69.3 8.8 
13 to 15 , ; 50.: : 57.1 : 56.4 ; 107.8 11.2 | 106.6 12.7 
19 to 21 ; : 58. é 62.6 3 62.6 , 121.4 13.0 | 121.1 11.7 
25 to 27 é . 62. -9 | 62.4 , 65.2 i 129.8 14.0 | 128.0 12.9 
30 to 39 ‘ , 61.2 8.81 58.2 9. 61.4 ; 123.6 17.1 122.6 12.4 





























TaBLeE 2. MEAN WEIGHTED Scores Wuicu SHow SIGNIFICANT SEx DIFFERENCES ON THREE SCALES 
For 400 Supsects In Groups or 40 For Eacu Sex. 








Verbal Performance Full Scale 
Age Group Male Female Male Female Male Female 


9 to 11 30.3 28.6* 
13 to 15 
18 to 21 
25 to 27 67.4 62.8* 62.4 65.2** 
30 to 39 65.4 61.2* 58.2 61.4** 


*Significant at or beyond .05 level **Significant between .025 and .05 level 

















Discussion 

The results of the present study are not consistent with Wechsler’s statement 
about the possible verbal superiority of women’) nor do they support the converse 
as did the W-B studies“: *) using adult psychiatric subjects. Nevertheless sex differ- 
ences are manifest in most tests which are regarded as “‘good” measures of intelli- 
gence. This need not mean that one sex is absolutely superior, but rather that there 
are some basically different abilities in each sex so that any one scale or test will show 
some qualitatively different performances for male and female subjects. 

Although statistically significant sex differences have not been demonstrated 
on every test in the currently used scales, the general consistency of the direction of 
the observed differences favoring males becomes more important when it is remem- 
bered that three different intelligence scales, each used on independent samples at 
different times and in widely separated geographical locations, have yielded similar 
results. 

SUMMARY 

In order to determine the extent of sex differences on the W-B Scale, the means 
and standard deviations for each sex at five different age levels were computed on 
Verbal, Performance, and Full Scale scores. Consistent sex differences in weighted 
scores were found at all age levels favoring males on Verbal and Full Scale scores but 
only the Verbal Scale differences at three age levels were significant beyond the .05 
level. Sex differences significant between the .025 and .05 level were found for two 
female age levels on the Performance Scale. 
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THE RELATIONSHIP BETWEEN AMOUNT OF PRESENTING 
SYMPTOMATOLOGY AND SEVERITY OF DISABILITY 


WILLIAM A. HUNT CECIL L. WITTSON 
Northwestern University University of Nebraska, College of Medicine 
AND 
EDNA B. HUNT 


PROBLEM 


In a previous article, the authors have pointed out the value of approaching the 
diagnostic process as “one example of the broader phenomenon of human judg- 
ment’’®), This approach suggested the hypothesis that “the ability to attach a diag- 
nostic label is dependent upon the amount of disability in the patient to be diag- 
nosed,” an hypothesis that was demonstrated to be experimentally verifiable. The 
present study continues this approach by investigating the validity of the following 
hypothesis: The more severe the psychiatric disability in any individual the greater 
the amount of presenting symptomatology that will be apparent to the clinician 
examining the subject. Our reasoning was that since the ability to diagnose a case is 
dependent upon its severity, and since diagnosis as an act of judgment must depend 
upon perceived cues, in general one might expect that the more severe the disability 
the greater the amount of presenting symptomatology that would be noted by the 
psychiatric examiner or interviewer. 


METHOD 


The specific situation in which the present hypothesis was tested involved a 
brief psychiatric interview administered to two groups of Naval recruits during basic 


training at the U. 8S. Naval Training Center, Newport, R. I., during 1943. The first 
group consisted of 406 recruits found to be of low intelligence (M. A. 12.6 or below) 
although not mentally defective. The second group consisted of 409 recruits deemed 
suitable for service but placed in a Special Assignment category because of some 
handicap of vision or hearing. All men in the samples were adjudged fit for service 
and were passed to duty without further examination following the interview. The 
amount of symptomatology was tabulated from the psychiatrist’s notes taken at the 
time of interview. The interview was the typical brief psychiatric interview as em- 
ployed as a military screening device, and the psychiatrists had no knowledge that 
their notes would subsequently be used for this experiment. The severity of psychia- 
tric disorder among the recruits was determined by the subsequent attrition during 
service. This was obtained by studying the medical and service records of the men 
through the year 1945, a period of approximately two and one half years of service, 
and tabulating the incidence of discharges for both neuropsychiatric and disciplinary 
reasons. The significance of disciplinary difficulties among the emotionally mal- 
adjusted has been previously noted®). The men were separated into three groups 
according to the amount of presenting symptomatology recorded by the interviewer. 
Those men showing no psychiatric symptomatology constituted a control group. 
Those exhibiting symptomatology were separated into two experimental groups; 
the first containing all men showing a single symptom, the second containing the 
men exhibiting more than one symptom. 


RESULTS 
Reference to Table 1 shows that our hypothesis is confirmed. Among the re- 
cruits of low intelligence those not exhibiting psychiatric symptomatology had a 


1This study is part of a larger project subsidized by the Office of Naval Research under their 
policy of encouraging basic research. The opinions expressed, however, are those of the individual 
authors and do not represent the opinions or policy of the Naval service. 
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TaBLe 1. PERCENTAGE OF NEUROPSYCHIATRIC AND DISCIPLINARY DISCHARGES AS A FUNCTION OF 
AMOUNT OF PRESENTING SympTroMaToLoGy. (N == SAMPLE, NP = NEUROPSYCHIATRIC 
DISCHARGE, BCD = BAD CONDUCT DISCHARGE. ) 








Low Intelligence Special Assignment 
Groups N Y%NP %BCD N Y%NP %BCD 





No Symptoms , é 44 2.3 0.0 
Single Symptom ‘ . 107 3.7 0.9 
Multiple Symptoms . , 258 7.4 1.9 





psychiatric discharge rate of 1.8 per cent and a bad conduct discharge rate of 2.4 
per cent. For those exhibiting a single symptom, the attrition rates were 6.3 per cent 
and 6.3 per cent respectively. For those exhibiting multiple symptomatology the 
rates were 12.6 per cent and 9.5 per cent. For the special assignment (physically 
handicapped) group, the comparable rates were 2.3 per cent and 0.0 per cent; 3.7 per 
cent and 0.9 per cent; and 7.4 per cent and 1.9 per cent. Because of the difficulty in 
equating the two groups, comparisons between the low intelligence group and the 
special assignment group are of dubious validity, but our figures indicate the possibil- 
ity that the physically handicapped group may be less of a psychiatric and disciplin- 
ary risk than the low intelligence group. 


SUMMARY 


In conclusion, our results not only demonstrate a positive relationship between 
the amount of presenting symptomatology and the severity of neuropsychiatric dis- 
order, but they also demonstrate that the clinicians doing the interviewing were 
making valid judgments of the severity of maladjustment among the recruits inter- 
viewed. That such valid exercise of the diagnostic process contributes to successful 


psychiatric screening in the military services is further demonstrated and discussed 
at length elsewhere“. 
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THE PROGRESSIVE MATRICES (1938), THE CHICAGO NON-VERBAL 
AND THE WECHSLER BELLEVUE ON AN ADOLESCENT DEAF 
POPULATION 


BERT LEVINE AND IRA ISCOE 
The University of Texas 


PROBLEM 


The Progressive Matrices has been shown to possess a high saturation of “G” — 
the general intelligence factor.“ ®) The test has also been shown to be relatively free 
from the influences of education and past experience“). It is untimed and requires 
only a minimum of directions. Utilizing the matrix principle, the test consists of 60 
items, divided into five sets A, B, C, D and E. The solution of the first problem of 
each set is relatively self-evident and the problems follow one another in such a way 
that each is a “mother” to the next, thus affording the necessary practice for solution. 
Full normative data, relevant research and directions for administration and scoring 
may be found in the manual“. The purpose of the present investigation is to explore 
the feasibility of using this test to evaluate the intelligence of the deaf. 


PROCEDURE 


The Matrices was administered individually by means of manual signs to 73 
resident students at the Texas School for the Deaf. Ages ranged between 15 and 19 
with a mean of 16.5 years. There were 36 males and 37 females. The group was com- 
posed of 23 adventitiously and 50 congenitally deaf. Also available were recent 
scores made by these subjects on the Metropolitan Achievement Test, the Chicago 
Non-Verbal and the performance portion of the Wechsler Bellevue Form I. Un- 
fortunately the Chicago Non-Verbal and Wechsler Bellevue results were not. avail- 
able for all 73 subjects but for 36 and 41 respectively. 

The scores made on the matrices were dichotomized twice with male vs. female 
and the congenital vs. adventitious deafness using the group median in each case as a 
division point. Correlation coefficients were also computed between total matrices 
scores and the three tests it was compared to. 


RESULTS 


No significant sex differences were found in total matrices scores, the mean for 
males being 34.1 and for females 31.5. The mean matrices score was 35 and 32.5 for 
the adventitiously and congenitally deaf group respectively. These means are not 
significantly different. The Wechsler Bellevue yielded a mean IQ of 103 for the boys 
and 98 for the girls. Though not significantly different, they point to the normal in- 
telligence level of the subjects. 


TABLE 1. CorRELATIONS BETWEEN THE 3 TESTS AND THE MATRICES 








Matrices Sets 
Tests N ¥ ABC ABCD Total 


Metropolitan Achievement 73 37 .357 .381 .423 
Chicago Non-Verbal 36 19 284 .376 .413 
Wechsler-Bellevue Performance 41 22 19 .449 .494 





.552 





The results of the various correlations are given in Table 1. It can be seen that 
with the inclusion of more sets of the matrices, the correlation with all sets tends to 
increase. While the Chicago Non-Verbal just fails to reach the.,01 level of confidence, 
the correlations between the Metropolitan and the Matrices and the W-B and the 
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Matrices are highly significant. A previous study by the authors? on a college popu- 


lation employing the matrices and a short form of the W-B reported a correlation of 
05. 


CoNCLUSIONS 


Concerning the differences in intelligence between the adventitiously and con- 
genitally deaf, the results would seem to support Printer’s“ claim of there being no 
difference, on the average, between the two groups. The contrary findings of Hood ® 
are thus not supported by our results. 

The correlations between the W-B and the matrices, although not high enough 
for accurate individual prediction, nevertheless would seem to warrant further use of 
the matrices with the deaf. It is recommended that it be included in a test battery 
and perhaps used for screening purposes. In cases where the hearing loss is compli- 
cated by factors which hinder or prevent completely the use of performance tests, 

-the matrices may prove effective. These recommendations, we believe, also apply to 
the matrices 1947, Sets A, AB and B“™, designed for use with younger age groups. 
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SUGGESTIBILITY AND THE RORSCHACH 
BENJAMIN FABRIKANT 
Veterans Administration Hospital, Buffalo, N. Y. 


PROBLEM 


The Rorschach method of personality investigation affords the clinician numer- 
ous leads and guides into personality structure. There is, however, a lack of experi- 
mental evidence to validate many of the cues used by the clinician. There have been 
relatively few studies using the Rorschach to evaluate suggestibility. Rorschach @ 
stated that the more suggestible the individual, the more CF responses there should 
be in the Rorschach record. Sarbin and Madow?, reviewing the problem of sug- 
gestibility and the implications for hypnosis, found that a W/D ratio of .40 differ- 
entiated significantly between those individuals who could be hypnotized and those 
who could not. In their study, the former individuals were assumed to be the more 
suggestible. 


EXPERIMENTAL PROCEDURE 


Two equated groups, each consisting of 32 male, psychoneurotic veterans, were 
used. The Rorschach test was administered twice with the same instructions, at a 
two week interval, to each of the subjects in Group A. The subjects in Group B also 
took the Rorschach twice with the same time interval, but the instructions given 
prior to the second administration were changed. The new instructions were so 
structured as to maximize changes in the frequency of responses in the movement, 
color, shading, and texture response categories. For the detailed instructions, see 
Fabrikant “. 

The initial and repeat test records of both groups were inspected using an empir- 
ical procedure for the presence of changes on the retest in the frequency of responses 
in the above mentioned four response categories. The writer found that only three 
records in Group A showed changes in at least three of the four response categories, 
while fifteen records in Group B showed changes in at least three response categories. 
Therefore, for the purposes of this study, only Group B records were analyzed. 

The initial test records of Group B were divided into two sub-groups. The fifteen 
records mentioned above were put into the sub-group having shown changes (HSC), 
and the remaining seventeen records into the sub-group not having shown changes 
(NHSC). The hypothesis was that the individuals in the HSC sub-group would 
show a significantly greater number of CF responses and W/D ratios over .40. 


RESULTS 


The initial test records of the HSC and NHSC sub-groups were compared for 
the mean number of CF responses and the number of W/D ratios above and below 
.40. A t of 2.63 (P = .02) for the difference in CF responses, and a X? of 4.22 (P = .05) 
for the W/D ratios were obtained. These results confirm the hypothesis and lead to 
the conclusion that the mean number of CF responses and W/D ratios over .40 are 
indicative of suggestibility when groups are compared. 


Discussion 


The Sarbin and Madow W//D ratio of .40 and the mean number of CF responses 
distinguish between suggestible and non-suggestible groups. However, these are 
group factors and cannot be applied, in their present form, to individual records. 
Further research is needed to establish appropriate cutting scores and patterns to 
enable the Rorschach worker to evaluate the degree of suggestibility in an individ- 
ual record. In another study, the writer points out possible relationships between 
rigidity and suggestibility and the use of these factors in differentiating between 
individuals who will remain in psychotherapy and those who will not. 





BENJAMIN FABRIKANT 


SUMMARY 


The purpose of the present study was to investigate the use of two Rorschach 
variables as a means of evaluating suggestibility as interpreted from Rorschach re- 
cords. Two groups of psychoneurotic male veterans received two administrations 
of the Rorschach test at a two week interval. The subjects in Group A received the 
same instructions for both administrations, while the subjects in Group B received 
altered instructions prior to the administration of the second test. The Group B 
records were divided into two sub-groups. The division, based on observed changes 
in the frequency of the movement, color, texture, and shading response categories, 
was into the sub-group having shown changes (HSC), and the sub-group not having 
shown changes (NHSC). The initial test records of the sub-groups were compared 
for the mean number of CF responses and W/D ratios above and below .40. The 
results of the present study are summarized as follows: The HSC sub-group had a 
significantly greater number of CF responses and critical W/D ratios in the initial 
test records than did the NHSC sub-group. The writer concludes that these Rors- 
chach factors are useful in helping to discriminate more suggestible from less sug- 
gestible groups. Further study is needed to make these factors applicable to individ- 
ual records to predict which patients will remain in psychotherapy. 


REFERENCES 
1. Fasrikant, B. The effects of an experimental set on Rorschach test performance. Unpublished 
doctor’s dissertation, University of Buffalo, 1952. 
2. Rorscnacu, H. Psychodiagnostics. Bern: Verlag Hans Huber, distributed by Grune and Strat- 
ton, New York, 1949. 
3. Sarsin, T., anD Mapow, L. W. Predicting the depth of hypnosis by means of the Rorschach 
test. Amer. J. Orthopsychiat., 1942, 12, 268-270. 





A NOTE ON DIAMOND’S METHOD OF SCORING THE WECHSLER- 
BELLEVUE INTELLIGENCE SCALE FOR VOCATIONAL APTITUDE 


CHARLES A. WEISGERBER, S&S. J. 


University of Detroit 


Diamond®? has proposed a method of using the Wechsler-Bellevue subtests in 
vocational counseling. He obtained a Linguistic measure by summing the weighted 
scores for Information, Comprehension, and Similarities; a Clerical measure by sum- 
ming Digit Span, Arithmetic, and Digit-Symbol; and a Spatial measure by summing 
Picture Completion, Object Assembly, and Block Design. These three scales were 
shown to be rather closely related to analagous aptitude tests. 

In the hope that the Spatial score would serve as an indicator of engineering 
aptitude, the writer applied Diamond’s method to 100 Wechsler-Bellevue protocols 
(Form IT) and correlated the scores with the students’ grade-point averages at the 
end of their first semester in college. All of these students were volunteers from the 
freshman engineering class of two successive years. Their mean score on the Pre- 
engineering Inventory was practically identical with the national average. The 
Wechsler tests were administered by two competent graduate students engaged in 
their master’s research.! 

The correlations with grade-point average were as follows: Linguistic score, 
.213; Clerical, .373; Spatial, .050. The standard error for all was .101, according to 
the method which assumes a theoretical r of zero. For the same group of subjects, 
DeMartino™ obtained .411 for the Wechsler Verbal Scale, .079 for the Performance 
Scale, and .230 for the Full Scale. 

A check with the grade-point averages at the end of the sophomore year yielded 
the following: Linguistic score, .203; Clerical, .378; Spatial, -.149. Only 56 of the ori- 
ginal group were still in engineering college, so that the standard error has become 
.135. Of the 44 who dropped, those who could certainly be classified as failures num- 
bered 11, too few to afford a sound basis for a success-failure comparison. 

It seems, therefore, that Diamond’s Spatial score is not useful for predicting the 
academic success of engineering students. In fact, none of the Wechsler scores was of 
much predictive value with this group. It is possible, of course, that different results 
might have been obtained with Form I, which was used by Diamond. Very likely, 
however, the reason is that the test is not difficult enough for adequate discrimination 
at the college level. 


REFERENCES 


1. DeMartino, H. A. The Wechsler-Bellevue Intelligence Scale as a predictor of success in a college 
of engineering. Unpublished Master’s thesis, University of Detroit, 1953. 

2. Drtamonp, 8. The Wechsler-Bellevue Intelligence Scales and certain vocational aptitude tests. 
J. Psychol., 1947, 24, 279-282. 


1The writer wishes to thank Hugo A. DeMartino and Trygg Engen for generously giving him their 
protocols and other data for further analysis. 








EDITORIAL OPINION 





VALUE JUDGMENTS IN PSYCHOTHERAPY 


This issue contains a Monograph Supplement by ALBERT ELLIs summarizing 
‘‘New Approaches to Psychotherapy Techniques” as reported in the periodical litera- 
ture from 1950 to 1953. This manuscript was accepted for publication because it 
contains a convenient compilation of current opinions concerning the rationale of 
the major techniques of psychotherapy now in use. It should provide a rich source of 
hypotheses for research investigations concerning the validity and efficiency of 
methods which are often diametrically opposed in theoretical rationale. The plan of 
analysis used by Ellis to outline the basic elements involved in psychotherapy has 
much to commend it. Using operational terms and descriptions for what actually 
occurs in the process, we are getting away from systematic theories or “‘schools” and 
closer to an eclectic experimentation with all the different roads leading to Rome. A 
great advance will have been made when all known methods are brought into a basic 
science frame of reference and allowed to stand or fall according to objective studies 
of validity and efficiency with objective evidence becoming available concerning their 
operational nature, indications and contraindications. 


But beyond the basic issue of objectifying the nature of psychotherapy is the 
larger clinical question of the uses and goals to which it is put. Entirely apart from 
the nature of psychotherapy are psychosocial value systems which determine the 
rationale of what is attempted in clinical practice. Rarely does a psychotherapeutic 
situation involve only one or even a few relevant indications and contraindications, 
purposes and general objectives. Actually, each treatment situation presents a com- 
plex matrix of factors including potentially conflicting needs of the client, family, 
employer, social group and society in general. Usually, all the different conflicting 
needs can be resolved only by some sort of compromise depending on value judg- 
ments concerning the importance and priorities of competing factors. For example, 
current mental hygiene theory insists that mental health is supported by the free 
expression of feelings and emotions which should not be inhibited or repressed. So 
the young child in a progressive school is encouraged to act out his anxieties and 
hostilities, sometimes without any limits at all. Later, however, this child may be- 
come painfully tactless and brutally frank as he habitually expresses his negative 
feelings uninhibitedly at the cost of leaving behind him a host of deflated egos and 
resentful feelings generated in those who become the unwitting objects of such out- 
spoken attitudes. Indeed, radio and television are currently replete with a type of 
sadistic humor which consists in openly insulting or flouting all the rules of polite 
society. Comedians taunt each other on all manner of shortcomings, employ humili- 
ating practical jokes and otherwise express themselves uninhibitedly. Is all this 
healthy or unhealthy, valid or invalid therapeutically? 


The situation is complicated by the fact that a continuum of values lies along 
the range from one extreme to the other in relation to all social mores, standards or 
customs. Feelings, emotions, ideas, attitudes, sentiments and values in general occur 
in all the permutations and combinations of all the elements which are known to 
exist. It is extremely difficult for the clinician to grasp the nature, importance and 
priorities of all the values pertinent to any therapeutic situation. In actual practice, 
the clinician follows some therapeutic plan or rationale based on preconceptions of 
what values it is important to try to follow and achieve. Since science currently and, 
perhaps, may never be able to provide any absolute set of indications and contrain- 
dications for proceeding in any given situation, actual practice is always based on the 
value judgments of clinicians who are supposedly competent according to the best 
standards of time and place. 
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All this behooves us to subject all therapeutic claims and counterclaims to the 
most rigid critical scrutiny and scientific evaluation. It should be recognized frankly 
that all current views concerning psychotherapy represent little more than personal 
opinion however eminent their advocates may be in terms of professional prestige. 
The degree of self-satisfaction and complacency shown by many “‘experts”’ and auth- 
orities concerning their therapeutic armamentarium is disconcerting when viewed 
realistically in terms of what is actually known scientifically. Indeed, there is even 
some cause for alarm occasioned by the zealousness of certain schools of psycho- 
therapy in attempting to establish priority for their particular values. Heterodoxy is 
an healthy development in a field where various brands of orthodoxy have too long 
held sway. Let us open the field to all comers to demonstrate what they can achieve 
so that we may separate the pearls from the chaff. a 





BOOK NOTICES 





Auuport, F. H. Theories of Perception and the Concept of Structure. New York: Wiley, 
1955, pp. 709. $8.00 


Dr. Allport is one of the senior statesmen of American psychology and his writ- 
ings deserve the most serious attention. Although identified in his professional career 
primarily with social psychology, he now turns his attention to the theory of per- 
ception, perhaps as a natural outcome of his interest in the structure of events both 
on intra- and interpersonal levels. The first 613 pages are devoted to a systematic 
consideration of all the principal theories of perception with detailed discussions of 
contributions and shortcomings. The final chapter of 54 pages presents his event- 
structure theory which represents an attempt to summarize and integrate the major 
generalizations of earlier theories by a reinterpretation of all relevant data in terms of 
the concept of perception as a dynamic structure of events. It is impossible to re- 
view event-structure theory in a short book notice so that we will limit our remarks to 
a critical overview of this book as a whole. 

The fields of perception and learning have been associated with a tremendous 
amount of speculation and abstract theorizing. Indeed, to master the terminology 
and historical development of theorizing in these fields requires almost a life-time of 
intensive study. Before the advent of thoroughgoing operational methods in psycho- 
logy utilizing only experimental-statistical data, metaphysical theorizing was the 
chief approach to system building. The contribution of this book is that it provides a 
masterful summary of existing psychological theories. The defect of the book is that 
the terminology and argument are so complex that only the most advanced scholar 
can comprehend it. In a sense, this book is an anachronism as of its 1955 publication 
date. It is written in terms of such high level semantic abstractions as to create great 
difficulties of communication with readers less sophisticated than the author. Such 
semantic elaboration and preoccupation with theorizing has outlived its usefulness in 
an era when a strict adherence to operationism and semantic simplification are gen- 
erally accepted goals. It is hoped that a subsequent condensation will simplify the 
presentation of Dr. Allport’s interesting contributions to a point where the average 
reader can master them. 
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Sremn, M.I. The Thematic Apperception Test. Cambridge, Mass.: Addison-Wesley 
Publishing Co., 1955, pp. 365. $6.50 


This is an enlarged second edition of an introductory manual intended to aid in 
teaching the technique of analyzing and interpreting the TAT protocols of adults. 
Included are an expanded presentation of the TAT pictures administered to women 
together with a larger selection of illustrative case studies. 


Wain, J. E. W. Education of Mentally Handicapped Children. New York: Harper, 
1955, pp. 485. $4.50 


Dr. Wallin was one of the pioneers in the field of special education for mentally 
handicapped children, and this book represents his presentation of more than 50 
years of experience with their special problems. The outline of the book compre- 
hensively covers all details of planning, organizing, administering and executing 
special classes and curricula for the mentally handicapped within the framework of 


community school systems. This will be an excellent reference work for all who are 
interested in the field. 


Ariett, 8. Interpretation of Schizophrenia. New York: Robert Brunner, 1955, pp. 
522. $6.75 


Dr. Arieti is clinical associate professor of psychiatry at the State University 
College of Medicine at New York City. This book attempts to integrate all that is 
known about schizophrenia through psychoanalytic interpretations of psychobiologic 
relationships. Part one includes two chapters summarizing the classical theories of 
the nature of schizophrenia; part two discusses frequent psychodynamic patterns 
leading to schizophrenia; part three discusses the psychological structure of schizo- 
phrenia stressing the regressive retreat from reality, reason, emotions and society; 
part four presents a longitudinal view of schizophrenia recapitulating the stages of 
schizophrenic regressions; part five discusses psychosomatic aspects of schizophrenia 
and part six outlines goals and principles of the treatment of schizophrenia. This 
book is more than just a review or compilation of previous work in the field. The 
author attempts to make his own evaluation of the dynamic nature of the disorder 
and succeeds in contributing some penetrating insights. 


E1sster, K. R. The Psychiatrist and the Dying Patient. New York: International 
Universities Press, pp. 338. $5.00 


Dr. Eissler presents a series of psychoanalytically oriented essays on thana- 
tology. He believes that the study of death as a psychological event has been handi- 
capped by fatalistic attitudes which have regarded death as an unpleasant inevitable 
incident. The first half of the book presents an historical introduction to thanatology 
together with the author’s interpretive comments upon the phenomenon of death. 


The second half includes a detailed presentation of three case histories together with 
concluding remarks. 


Hitpen, A. H. Manual for Q-Sort and Random Sets of Personal Concepts. Webster 
Groves 19, Mo.: The Author, 628 Clark Ave. 1954. $2.00 


ALLEN, R. M. Guide to Psychological Tests and Measurements. Coral Gables, Florida: 
University of Miami Press, 1955, pp. 115. $1.25. An introductory primer. 


TaBa, H. With Perspective on Human Relations. Washington, D. C.: American 


Council on Education, 1955, pp. 155. $1.75. A study of peer group dynamics 
in an eighth grade. 


Brown, Curisty. My Left Foot. New York: Simon and Schuster, 1955, pp. 178. $3.00 
An autobiography of a case of cerebral palsy able to move only his left foot. 





BOOK NOTICES 315 


Reitman, F. Insanity, Art, and Culture. New York: Philosophical Library, 1954, pp. 
111. $3.75 


Karn, H. W. and Wertz, J. An Introduction to Psychology. New York: Wiley, 1955, 
pp. 315. $3.90 


SzeEKELy-Kovacs, OLGA AND BERENY, RoBert. Caricatures of 88 Pioneers in Psy- 
choanalysis. New York: Basic Books, 1954, pp. 90. $4.50 


Bauint, Auice. The Early Years of Life. New York: Basic Books, 1954, pp. 149. 
$3.00 A Psychoanalytic study. 


SitverMAN, H. L. Education through Psychology. New York: Exposition Press, 1954, 
pp. 58. $3.00 


Westwoop, Gorpon. Society and the Homosexual. New York: Dutton 1952, pp. 191. 
$3.00 


Hopeson, Kenneta W. The Deaf and their Problems. New York: Philosophical 
Library, 1953, pp. 364. $6.00 
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EVEREUX is one of the first resi- 

dential “special” schools in America 
to be dynamically oriented in all of its 
dealings with children. 

The Devereux Plan is a Dynamic Plan, 
in which the psychodynamic philosophy 
finds expression and direct application in 
a score of widely separated, fully equipped 
and staffed boarding schools. It enters 
into every activity in each of these 
“units”’—from class work to week-end 

D IS FOR house parties, from remedial reading to 
art and music therapy, sports, and other 
DYNAMICS extracurricular activities. 

At Devereux, a constant interchange of 

medical, psychological, psychiatric, and 
D IS FOR academic disciplines combines with an 
analytic framework to rebuild young lives. 
DEVEREUX An exceptionally high staff-student ratio, 
supplemented by in-service training for 
all personnel, makes this non-profit group 

of schools unique in its service to youth. 

For the child with a learning disability, 
the child with emotional or develop- 
mental problems, or the child with im- 
paired intelligence, the Devereux Schools 
offer optimum facilities for help within 
the residential setting. 

We invite you to see for yourself, at any 
time, how the Devereux Plan operates. 
Or, if you wish written information, we 
invite you to write to John M. Barclay, 
Director of Development, Devereux 
Schools, Devon, Pennsylvania. 
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